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OUR GOVERNMENT HOSPITALS 


The government program for new hospital construction has reached a 
point where it is a matter of grave concern and should be given serious 
consideration, not only by the federal authorities, but by all hospital people 
The sound program based upon the incidence of illness among those for 
- whose care the government is responsible, with due regard to the proper 
distribution of special hospitals for the care of the different classes of disease 
and the establishment of one or two medical centers with all the facilities for 
the reconstruction of those suffering from physical disability, has. been 
surrendered, evidently, in favor of a policy of building hospitals wherever 
the political influence is strong enough to dictate a location or create the 
necessary legislation to provide for a new hospital. 

Hundreds of millions of dollars have been spent in the building of institu- 
tions which, in the comparatively near future, will be but half occupied, 
or their use for the care of the sick for whom the government is responsible 
will be so diminished as to necessitate their abandonment or their conversion 
into institutions under government support for the hospitalization of any- 
one who may become ill. ; 


This situation constitutes a forcible argument and a serious threat for 
the establishment of state hospitalization and state medicine. The unit cost 
of operation of these hospitals, when all the incidental expense is taken into 
consideration, is far in excess of the cost of the efficient care and treatment 
given in the non-governmental hospitals. It is an open question whether the 
patient receives any better, or as good, professional care in the government 
general hospitals than he would receive in the non-government hospitals already 
established. It would be an immense saving to the government to hospitalize 
a considerable portion of these patients in hospitals nearer their own homes, 
such hospitals to be subject to government inspection. The patient would 
in all probability be more content in his home hospital and would pro- 
gress toward recovery more rapidly. The income derived from the care 
of these patients would be of great economic value to the hospitals as well 
as to the localities in which the hospitals were located. 


The annual appropriations for the maintenance of these hospitals are becom: 
ing larger each year, with no definite idea as to where they will end. It was 
estimated a few years after the war, after a careful survey had been made, that 
the peak of the load for the care of the sick and disabled for whom the 
government was responsible would be reached within fourteen years after the 
signing of peace. The expiration of this period is not far distant but each 


[4] 














EDITORIALS 


Congress is asked for increased appropriations for the building of new hos- 
pitals and for the expansion of those already established. That the govern- 
ment general hospitals are coming into direct competition with non-government 
hospitals is apparent. It would be practical and wise for the government to 
give serious consideration to a revision of its program for the construction and 
expansion of its general hospitals and to the increased use of the better 
hospitals throughout the country for the hospitalization of patients for whose 
care the government is responsible. 

This in no way applies to those hospitals under the control of the War 
and Navy Departments of the United States Public Health Service, which 
are built and operated exclusively for the care of the personnel of these 
departments and sick and disabled seamen. The need for better hospital 
buildings and better equipment in hospitals for these departments and the 
Public Health Service has long been recognized and the government is fully 
justified in making liberal provisions for their construction and maintenance. 
Nor does it apply to government hospitals constructed for the custodial care 
of patients. It does apply in full emphasis to other government - general 
hospitals. 





THE ANNUAL HOSPITAL REPORT 


Two thousand seven hundred and seventeen hospitals reporting to the Amer- 
ican Hospital Association for the past year gave a total bed capacity of 
500,025 out of 846,000 available hospital beds in the United States. Of this 
number 1,996 are general hospitals, 211 tuberculosis, 123 nervous and mental, 
thirty-six children’s, twenty-three eye, ear, nose, and throat, and eighteen are 
orthopedic hospitals. 

These hospitals admitted 5,241,220 patients during the year and had a total of 
99,778,553 patient days. It is interesting to note that the total income received 
from the care of this large number of patients for the year was $231,194,- 
464, while the total disbursements amounted to $311,738,346. These hos- 
pitals made a direct contribution of $80,543,882 to the care of indigent pa- 
tients, or approximately 35 per cent of their operating income. Included in this 
list are 261 municipal, 230 state, and 194 county hospitals, the majority of 
which received but small income from the care of patients. 

The average receipts per hospital patient were $59.26. The average deficit 
per hospital was $42,300 for the year. The hospitals reporting had 235,969 
employees on their payrolls. One thousand three hundred and seventeen hos- 
pitals maintained nurses’ training schools. Five thousand eight hundred and 
fifty-eight interns and residents were attached to this group of institutions. 

It is significant that the average percentage of occupancy of the hospitals 
reporting was only 64 per cent. 
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HOSPITALS AND BUSINESS DEPRESSION 


The prosperity of our hospitals or the lack of it affords a fair cross section 
of the economic conditions of their communities. In sympathy with the 
marked depression in business conditions throughout the country, our 
hospitals are experiencing a greatly lowered bed occupancy and a marked 
reduction in operating income. In such periods of business stagnation our 
institutions cannot look with confidence to the continued generous support 
of philanthropic friends and their incomes from that source are materially 
reduced. 

Hospitals generally have been affected, as evidenced by the low rate of 
bed occupancy—64.12 per cent—reported by 2,717 hospitals for the past’ 
fiscal year. It has not reached such a low point as to justify undue pessimism, 
but it is embarrassing a great many of our institutions. 

Hospitals cannot “shut down to take inventory,” materially reduce their 
personnel during periods of business depression, nor lessen any activity essen 
tial to the proper care of their patients. They must continue to maintain 
efficient standards and carry on a high order of professional accomplishment. 

That evil day when our institutions must face a greatly lessened number of 
patients, an important loss on operating receipts, and diminished financial sup- 
port from their communities has been long deferred, but has finally reached them 
after so many years. They must trim their sails to meet the unseasonable winds, 
if they are to reach a haven of financial security. The experience will be valuable 
experience and our institutions will profit greatly in the lessons they will learn 
in hospital economics and in the conservative administration of the hospital 
income. 


[6] 








THE HOSPITAL’ 


By IrvIN ABELL, M.D. 
Member of Staff, St. Joseph's Infirmary, Louisville, Kentucky 


S CIVILIZATION PROGRESSES, thoughtfulness for others is the badge 
A of it, and the hospital is its best index. A community asset it is, but 
ever so much more. It is an infallible sign of a community striving 

for better things. 

The marvelous attainment of the hospital field of to-day traces its origin 
back through the centuries, one of the first of which we have record having 
been founded in Ireland in the year 300 B. C. From this time on the 
growth of institutions for the care of the sick has paralleled the march of 
civilization and the marvelous development of the science and art of medi- 
cine: in the beginning nothing more nor less than a house or home where 
creature comforts were provided for the ailing; to-day, an institution pro- 
viding not only adequate accommodation and comfort, but intricate equip- 
ment, highly trained technical personnel, and scientific technique and pro- 
cedures, affording assurance of competent and efficient service fully meeting 
the requirements and standards which knowledge, experience, and humani- 
tarianism demand as the unequivocal right of the sick at the hands of 
those to whom their health and well being are intrusted. The origin of the 
word hospital is significant—it comes from the Latin “hospes” which means 
a guest. It has the same origin as those charming words “hospitable” and 
“hospitality.” It should mean that the patient is a guest, not a “case” nor 
a specimen, nor anything else but the object of whole hearted hospitality, 
by hospitable and kindly hospital folk. 

Back in the centuries hospitals were conducted almost solely by religious 
orders, one of the corporal works of mercy being to care for the sick. We 
find the religious sisterhoods of the time faithfully carrying out this principle, 
guided by the shining virtue of charity but unaided by the beacon lights 
of special education and training. Their courage and devotion in times of 
pestilence and disaster furnish an inspiring example of social service to the 
individual and to the community which entitles them to our everlasting 
gratitude and should infuse into the hearts and minds of all who enter the 
nursing field the realization that one of the greatest privileges offered 
them is that of service to humanity. 

At various times the expedient of the male nurse was tried and always 
found wanting. If there is one thing that has been brought home to us 
throughout the history of the care of the ailing, it is the fact that men do 
not make good caretakers for helpless people. It takes women to do that 
properly. Their tender hands and hearts, their unfailing patience and untir- 
ing devotion, have much to do with making the patient satisfied with his 
lot while they minister unto his needs. 


1Read before the Second Annual Conference of the Kentucky Hospital Association, Louisville, 
April 14, 1930. 
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The world owes a debt of gratitude to Florence Nightingale for introduc- 
ing a trained nursing service into hospitals. The neglect of wounded English 
soldiers during the Crimean War at the hands of more or less untrained 
medical corps men was so horrible that from the howl of dismay and horror 
that went over England when at last some of the details of this information 
leaked through the press to the English people came the appointment of 
Florence Nightingale as nursing directress for the British Army. The most far 
reaching result of her splendid work was the establishment of nurses’ training 
schools. The first Nightingale Training School for nurses was established 
in England in 1860, and shortly after, in 1873, three were established in 
this country: Bellevue in New York, Massachusetts General in Boston, and 
Connecticut Training School*in New Haven. The hospitals in this period gave 
but little evidence of what they were later destined to become. Medicine was 
still largely an art, rather than a science. A lack of knowledge concerning 
the causes of disease inhibited the employment of preventive measures, with 
the result that infection, blood poisoning, erysipelas, hospital gangrene, 
and kindred ailments took a heavy toll of those who of necessity became 
hospital patients. Dr. Thomas A. Emmett, in the story of his recollections 
of the cholera epidemic in New York, tells of having had two barracks on 
Blackwell’s Island with some sixty or seventy patients, males, and a half 
dozen young fellows to care for them. He left them one morning and was 
not able to get back until the next morning, when he found everybody in 
his department dead—patients, nurses, and all. No one knew that the 
cholera bacillus was in the vomitus and stools, and the same orderlies who 
washed the patients gave food and drink to them with the result that they 
re-infected them and infected themselves so ‘badly that they, too, were 
swept off in a few hours. Von Nussbaum, a noted German surgeon of the 
past century, declared that he would operate in the hospital no more, since 
his mortality for that particular year had been 79 per cent, chiefly due to 
the ever-present infection. Under such gloomy conditions it was inevitable 
that the hospital should be regarded as a place of pain and sorrow and death. 

The three factors that made possible the development of the modern 
hospital were the discovery of anesthesia, the introduction of trained nurs- 
ing, and the knowledge that infectious disease is in large measure due to 
minute vegetable organisms which we call bacteria. The introduction of 
anesthesia by Crawford W. Long of Georgia conferred upon mankind an 
inestimable boon in that the induction of blissful insensibility removed 
from surgical procedures their greatest terror for the patient and permitted 
the surgeon to do the careful, painstaking manipulations necessary for 
accurate work. To transform such ordeals into peaceful, dreamless sleep 
was for American surgery a triumph second to none in the long category 
of its brilliant attainments. Without that it is safe to say that surgery would 
not have reached its present development. The trained nurse has fully 
jusified the symbolism suggested by the derivation of the word “nurse.” 
It comes to us from the Latin by way, of the French and springs from 
“nutrio” which means “I feed.” Thus it was at first applied to the office of 
mothers when they feed their children. Thence it came to have the general 
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sense of caring for the helpless and the dependent. By the very name of 
her profession the nurse should have in her heart the unselfish and devoted 
love of a mother, pure, unselfish, self-sacrificing, swift to service, sedulous 
in learning, accurate in doing, patient in service. For it is the noble office 
of a nurse to mother poor suffering humanity in its hour of extremest need 
and most piteous dependence. 


Trained nursing has largely been superseded by educated nursing, its 
exponents having been advanced from the performance of more or less 
automatic and perfunctory duties to the highly differentiated practice of a 
profession. With the knowledge that infectious disease was largely due to 
bacteria came the dawn of surgical cleanliness, making surgery safe, freeing 
motherhood of its terror of childbed fever, banishing hospital gangrene, and 
reducing to a minimum the danger of blood poisoning. It has made possible 
the control of epidemics and has led to the growth of an enormous depart- 
ment in medicine, public health, and preventive medicine. These three 
factors have changed the hospital from a place of pain and sorrow and death 
into an institution oftentimes architecturally beautiful, where the solicitude 
and kindliness of the personnel give charm, and the comforts, equipment, 
and scientific care afforded make it a veritable home for the sick. How 
wonderful the change in a single generation! The present day hospital has 
long ago silenced the old prejudice against institutional care and through its 
brilliant success in restoring health and in providing comfort and consola- 
tion for the sick has allayed the horror and anxiety of the people who enter 
it. Formerly no one wanted to go there; now most of us prefer to be treated 
in a hospital rather than anywhere else and would scarcely think of under- 
going an operation or going through an ailment that we knew was to be 
prolonged beyond two or three days anywhere else than in a hospital. This 
generation is born in hospitals, father and mother go through the exper- 
ience of the birth of their own children in hospitals, and very often they 
die there. The hospital has replaced the home in many of the emergencies 
of life, decidedly to the advantage of humanity. 


The underlying essentials for a good hospital constitute a tripod, each 
leg of which is as important as every other: good doctors, good nurses, and 
good hospital administrators. The increased educational requirements for 
those entering upon the study of medicine and nursing, the intensive, 
practical, and thorough training instilled into them during years of study 
and of hospital service, insure a supply of good doctors and nurses and, 
as a corollary, have necessitated an improvement in hospital facilities in 
order that the public may receive the full benefit of the increase in the 
standards of medical education and practice. Speaking in a broad sense, 
the modern conception of the treatment of disease, insofar as it relates to 
hospitals, implies interrelational obligations between doctors and hospitals, 
and their obligation to the public. The relations between the doctor and the 
hospital are reciprocal, the former giving to the hospital his support, his 
service, and his executive help, and the latter furnishing a suitable place 
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and adequate facilities for the utilization of his professional knowledge in 
the treatment of the sick. Formerly the work of a doctor was more or less 
detached, the only affiliations, usually, being those based on personal friend- 
ships. A doctor was considered self-sufficient to render to a patient any 
service required; the practice of medicine to-day requires team work, the 
component members of the team being the doctor and his professional 
associates on the one hand, and the hospital with its laboratories, personnel, 
clinical departments, nursing service, and administrative duties on the other. 
Upon the successful functioning of each with a proper correlation of all 
depends not only efficient treatment of the sick, but the development of a 
hospital mental attitude and, that which is fully worth while, a proper psy- 
chological impression on patients. It is apparent that in these days of 
complex medical activities the doctor cannot work without the hospital and 
the hospital cannot exist without the doctor, and this reciprocal relation 
implies obligation on the part of each toward the other. When these obli- 
gations are discharged in a spirit of friendly co-operation with the chief 
and ultimate aim of improving the service to patients, the doctor, the hos- 
pital, the patient, and the community are equally benefited. 

Hospital administration in recent years has attained a most important 
position in the care of the sick, among its outstanding developments being 
the establishment of journals devoted to the interest of the hospital world, 
offering a wide-open door for the exchange of ideas in hospital construction, 
operation, and expansion; the intensive study of special problems by com- 
mittees, with data carefully compiled and put in form for widespread dis- 
tribution; and the development of hospital management into a distinct 
profession, apart from medicine, apart from nursing, and apart from business 
management. As a result of intensive study on the part of the American 
College of Surgeons, the American Hospital Association, and the Catholic 
and Protestant Hospital associations, the hospitals of this country have been 
surveyed and, for want of a better term, what we may call standardized. 
Standardization does not imply commercialization: this would be as objec- 
tionable in the medical field as it would be in the field of the ministry; but 
it does imply that all patients, rich or poor, who receive treatment in 
recognized hospitals will be assured of competent and efficient service fully 
meeting the requirements and standards of present day knowledge. 

A broadened conception of the duties and obligations of the doctor and 
the hospital to their respective communities does not permit of a multiplicity 
of standards based on financial or social lines or upon environmental in- 
fluences; neither does it permit of a lack of standard under the mistaken 
idea that that which is regarded as minimal is beyond reach, financial or 
otherwise. It applies the great moral force of man’s duty to man, which 
by its appeal to reason, as well as to sentiment, leads the hospital authorities 
and the doctors practicing in such institutions so to utilize the modern 
addenda to medical and surgical knowledge and so to correlate the work of 
hospital management with the work of doctors, nurses, and technicians that 
the patient is assured of proper and competent treatment insofar as it is 
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humanly possible to assure it. In the rather radical changes of thought 
that have evoluted from republican forms of government and from the 
diffusion of spiritual ideals has come the sense that the medical and allied 
professions are in duty obligated to render humanitarian service to the body 
politic, and in so doing the character of the service and its resultant spiritual 
exhilaration are such as to bring forcibly home the beauty of the scriptural 
saying that it is more blessed to give than to receive. Under the impelling 
egis of such an incentive, hospitals have become “the repair shops of broken 
down human machinery” and an integral part in human economy; they 
are not only centers of service to the individual and the community, but a 
huge investment for the health of the nation; they foster the spirit of re- 
search, exercise a teaching function, and are powerful educational factors 
in the diffusion of the knowledge of preventive medicine; as educational 
units in our great medical structure they are obligated to learning and 
teaching, and to be worthy of the name must be, solely, agents in the public 
service. They may not be conducted primarily for gain, must not pauperize, 
and all individuals connected with their activities, from the executive head 
to the least important employee, are but servants of the same agent in the 
same cause, working under the same obligations to human welfare, the 
prevention and relief of disease, moral, mental, and physical. 

In view of the wonderful possibilities of hospital activities a suitable 
motto for such institutions may be found in the words of the immortal 
Pasteur, who said, “I hold the unconquerable belief that the future belongs 
to those who accomplish most for suffering humanity.” 





A NEW TREATISE ON FOOD SERVICE IN HOSPITALS 


A very valuable and informative book for hospital people has recently 
been prepared and issued by the John Van Range Company and is entitléd 
“Practical Planning for Hospital Food Service.” This book, in addition to 
outlining all the features of a well planned arrangement for food service 
in hospitals, is well illustrated with plans and drawings and pictures of 
interior kitchen arrangements of different installations in some of the 
better hospitals in the country. 


It has been compiled and arranged by a well known consultant on food 
problems in hospitals and constitutes a concise text book on this subject 
for the benefit of hospital officials and their architects. 

It may be secured without cost, either through THE BULLETIN OF THE 
AMERICAN HosPITAL ASSOCIATION or direct from the publishers, the John 
Van Range Company, Cincinnati, Ohio. 





Fare and a half for the round trip to the New Orleans conventions on 
all railroads, October 20-24. 
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THE RESPONSIBILITY OF THE 
COMMUNITY FOR HOSPITAL CARE’ 


By Rr. Rev. WILuIAM J. Harey, D.D. 
Bishop of Raleigh 


ERMIT ME TO PREFACE my remarks at this public session of the North 
Carolina Hospital Association with the assurance that I am pleased 
to be with the delegates attending this convention for two reasons: 

the first, because I am ever anxious to lend myself to the fostering of any 
humanitarian work benefiting the people of North Carolina, and hospitali- 
zation stands at the front of true social service; the second reason is that 
this gathering affords me the opportunity of pledging the fullest co-opera- 
tion of our Catholic hospitals with the purposes of the Hospital Association 
in developing the highest possible standards in hospital equipment and 
medical service. The fact that 74 per cent of the hospital beds in the United 
States, in hospitals under religious control, are located in hospitals or 
hospices of God, under the direction of the nursing sisterhoods of the 
Catholic church, is an evidence that a Catholic bishop is apt to be keenly 
interested in alleviating the bodily ills of man, following the example set us 
by the Divine Physician. Our Lord Jesus Christ, in ministering to the souls 
of men, was always ready to listen to appeals for deliverance from physical 
ailments. 

The subject assigned me for discussion suggests, first, an analysis of its 
component terms, or, as the physician would describe it, a diagnosis, before 
entering upon a treatment. Responsibility is a word implying a conscien- 
tious duty. A duty, obligatory in the domain of individual conscience, 
implies a moral law and therefore a competent Law-giver. This competent 
Law-giver in the domain of conscience is God, who not only gives to man 
the light of conscience—‘the light of conscience which enlighteneth every 
man who cometh into this world’—but who also has revealed the law, 
“Thou shalt love thy neighbor as thyself” as second only to His mandate, 
“Thou shalt love the Lord thy God.” The responsibility, therefore, of which 
I treat has its source in conscience and is re-enforced by positive divine law. 

The community, be it classified as a village, a township, or a city, is 
essentially a society of families. Man at the moment of birth becomes 
a member of society, the first society which precedes all others, namely, the 
family. These families in turn by reason of a common dwelling place, by 
a natural instinct for companionship and mutual assistance, enter into a com- 
munity life which is termed civil society. That community is truly ideal 
which is modeled in its spirit and activities upon the first society—the 
family. Mutual love and mutual assistance are its earmarks. Not the 
population of a community, its modern inventions, or the luxurious homes 
constitute the worth and the happiness of a community, but unselfishness 
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and sincere love of our fellow-man. Numbers do not constitute excellence, 
machinery does not fashion souls, and comforts do not nourish heroes. But 
love of God and love of man, when planted deep in the hearts of ail individ- 
uals, beget a town or city worthy of the sacred name of home. 

The hospital, or, as the people of Catholic faith love to call it, Hétel-Dieu, 
the Hospice of God, is that home-like building to which may come any 
member of the community when accident, illness, or infirmity calls for the 
skill and ministrations of medical science. This hospital has even a further 
duty than that of aiding in the recovery of health: it would serve in pre- 
venting ill health, in preserving the physical soundness of the constituent 
members of the community. 

With our thesis thus analyzed, we can comprehend the meaning and 
importance of the question: Has the community, reflecting the mind of its 
members, a moral obligation binding on the conscience of its citizens to 
provide and maintain hospital facilities for alleviating the ills and sus- 
taining, as far as possible, the health of the community? It is my humble 
opinion that the community has such a responsibility toward the hospital 
or health center and this responsibility exists regardless of whether 
the hospital is under the management of the municipality, a religious 
organization, or a private corporation. In answering thus positively, 
I am conscious that many minds will hesitate to give my definite affirmative 
answer their full and ready assent. This hesitation would follow from one 
or two outstanding objections: an inherited prejudice against the hospital 
idea as such, and the individualistic philosophy of life as opposed to the 
society or community principle which answers “yes” when it is asked, “Am 
I my brother’s keeper?” 

To the few—and it is my opinion that the number is very small—who 
might feel an antipathy to the hospital, we might well recall that the hospital 
to-day is not the hospital of fifty years ago. It is the memory 
of the hospital status of two generations ago which has left an unpleasant 
smell in the nostrils of some who live to-day. In fact, from the middle 
of the Seventeenth Century until well after the middle of the Nineteenth 
Century, the hospital was almost unknown in this and other lands. And 
when a hospital did function, it was the resort of the most unfortunate of 
society. People of fair respectability or average means would have felt 
themselves fearfully humiliated if brought to a hospital for an operation or 
medical treatment. In fact, going to a hospital was almost synonymous 
with going to die. “The hospitals of cities were like prisons, with bare, 
undecorated walls and little dark rooms, small windows where no sun could 
enter, and dismal wards where fifty or more, sometimes even one hundred, 
patients were huddled together, denied all comfort, and lacking even the 
necessaries.” This description is found in the History of Nursing by 
Nutting and Dock. These same historians summarize conditions from 1650 
to 1850 by saying: “During this time the condition of the nursing art, the 
well-being of the patient, and the status of the nurse all sank to an unde- 
scribable level of degradation.”. By many it would be presumed that it was 
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in the Middle Ages that nursing and hospitalization would have been at 
their worst. But, as a matter of history, the Middle Ages are no longer 
Dark Ages to well-informed students, and as the author of The Thirteenth, 
Greatest of Centuries says in a recent work: “The supreme development 
in hospitals and nursing in Europe down to our generation came during 
the Thirteenth Century.” There is an explanation for the decline of the 
hospital during the Seventeenth, Eighteenth, and Nineteenth Centuries. It 
is not within the scope of my subject to point out the causes; I only 
mention the fact as an explanation of the lingering prejudice among the 
few. To these we are now able to point out that in the past fifty years 
there has been such progress that the present day hospital is as unlike the 
hospital of 1850 as black and white are unlike. When Lister discovered 
the value of antiseptics and Pasteur’s great work in the study of microbes 
had become common property, not only surgery was revolutionized, but 
nursing and hospitals as well. To-day, for the majority, the hospital rep- 
resents dignity, cleanliness, and the surest hope of recovery. No longer can 
it be said that one-half who enter on a stretcher come out in a cofin. The 
terrors of the past are now all but forgotten and the hospital is as willingly 
entered by the sick patient as the dining-room is entered by the hungry man. 
Both are confident that they will leave satisfied and happy. 

To the objection of the selfish individualist who feels no urge to succor 
a fellow member of his community, known or unknown, we can only gently 
remind him of the brotherhood of man which follows from the Fatherhood of 
God. And God would not be a Father if he had not begotten a Divine 
Son. This fundamental tenet of Christianity, if logically developed, will 
lead the lonely individualist into the happy company of those who believe 
in the motive of social service: “Inasmuch as ye did it unto the least of these 
my little ones, ye did it unto Me.” 

Thus far I have based my contention that the community has a respon- 
sibility for hospital maintenance on the bedrock foundation of Christian love. 
There are other arguments, inferior in motive, yet sane and practical. If a 
growing municipality finds its citizens cheering in unison when some new 
industrial plant locates in a city, it recognizes immediately that directly or 
indirectly the citizens feel that they are being benefited. If an epidemic of 
disease breaks forth in a town or city, even those unaffected by disease will 
be affected by the distress of fear. They will spare no efforts to eradicate 
the death-dealing pest. No industrial building can compare with the hos- 
pital building in directly and indirectly affecting for the better the interests 
of all the people. No quarantine can be compared in its curtailment of 
disease with the hospital, which might well have been the means of pre- 
venting the disease from ever obtaining a breeding place in the community. 
Very significant changes are taking place in the community, very signi- 
ficant changes are taking place in the hospital world, changes which have 
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a vital meaning in the life of every member of the community. We 
might well say the hospital has ceased to be a place to which people 
come to die. Indeed, in a measure, it has ceased to be a place to which 
people come to get well. The hospital has become rapidly a school of 
health in each community. People come to the hospital in these modern 
days for medical advice, for diagnosis, for the formulation of a mode of 
living which will be for them a policy of health insurance. People more 
and more are realizing that a sound mind should dwell in a sound body and 
they come to the hospital seeking preservation of health rather than cure 
of an ailment. The hospital is becoming the ever present protection against 
sickness and the guardian of health as well as the retreat place of the afflicted. 
Its value, therefore, to the community is beyond money values as life itself 
cannot be purchased with all the gold in the United States treasury. Next 
to the moral life of the community, its greatest asset is the healthful environ- 
ment and the prevailing robust health of its constituents or citizens. Such 
is the function of the hospital in this age and day. 

If, therefore, the community has an interest in the church, which is the 
power-house of its moral life, if it feels the responsibility of establishing 
and maintaining a police department to maintain public order, if it willingly 
assumes the responsibility of maintaining a fire department that our homes 
may be safeguarded against flames, if the community spends large sums for 
a water system and a sewage system to foster a healthy environment, surely 
it must feel the responsibility of supporting by work and word and wealth 
the hospital, which is the health center for the men, the women, the children, 
who together make up the community. 

I will conclude by congratulating the personnel of the North Carolina 
Hospital Association on the evident progress of the idea and ideals of hos- 
pitalization in this state, which deserves and will be content with nothing 
but the best, and may I assure you that your efforts not only will have a 
social and humanitarian objective, but will bring down God’s blessing 
on all who labor for the health of the body, which is the beautiful casket 
of the pearl of great price, the soul made to the image and likeness of God 
Himself. 
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May Ayres Burcess, PH.D. 


Director, Committee on the Grading of Nursing Schools 
New York City 


T IS JUST FOUR YEARS since I first met with you, at Atlantic City. The 
five year program of the Committee on the Grading of Nursing Schools 
is nearly over. This is the last time that I shall have the privilege of 

attending the biennial convention of the three nursing organizations and, 
as its director, reporting upon the work of the Grading Committee. 

Four years, which seems such a long period when it lies in the future, is 
as a matter of fact, almost too brief a span to make many changes possible. 
Yet in comparing the programs from year to year, in listening to the group 
discussions, and in watching the developments in different communities, 
certain things seem to stand out, and one is able to say, “On this point, 
and this, and this, there has been growth.” 


THE DESIRE TO DISCOVER THE TRUTH 

A young profession, where standards are changing and rising, usually 
begins to show, fairly early, three signs of professional growth. The first 
sign is the desire to discover the truth about itself. Nursing wanted this 
not only four years ago but long before that. From the very beginning of 
the Grading Committee’s work it has been evident that the nursing pro- 
fession would co-operate in every way within its power in any project 
which meant discovering the truth about nursing. It has been amazingly 
co-operative. Even now, when the grading of’ schools is under way and 
facts are coming more closely home than ever before, it seems still to be 
true that nurses want the truth and will work together to find it. 

Of the three signs of progress in a profession this is perhaps the first 
and easiest. It is easy because in advance of a study one cannot predict 
the outcome, and therefore it needs only a little courage to embark on the 
self-survey process. It is also easy because a profession which wishes to 
discover the truth about itself need not do all of the work alone. It is 
always possible to hire a statistician. 

The Committee on the Grading of Nursing Schools has gathered many 
facts within the past four years. It will make public a substantially large 
additional number within the next twelve months. Yet the work of the 
committee has only touched the surface. For the nation as a whole, and 
especially for each state and district, there remain many fact-finding studies 
which are probably essential if full progress in nursing is to be made. 

The Program Committee has asked me to talk about the distribution of 
nursing service. Most of the facts as to distribution are already well known 
to the members of this convention. It does not seem necessary to go over 
the ground in great detail again. We know that there is uneven distribution 
in the nursing profession. Nurses are crowded into the cities far in excess 
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of the needs of the population, so that there are not nearly enough calls 
from sick people to keep them busy. Nurses are hard to find in the country 
and there are many large areas in the United States which are completely 
unreached by graduate nurses. 

Nurses are eager for private duty service in the hospital and they are 
reluctant to fill calls for private duty service in the home. There are far 
too many nurses waiting for calls on week days and there are often too few 
ready to work over the holidays. There are many nurses trained and in- 
terested in taking surgical cases and there are very few trained and eager 
to take special types of medical cases, such as heart, diet, nervous, contagious, 
and the like. There are thousands of unemployed nurses eagerly searching 
for opportunities to be self-supporting, some of them perilously near starva- 
tion; but there are hundreds of unfilled positions which remain unfilled 
either because nurses are afraid or unwilling to undertake the work or 
because there are not enough nurses with the specialized administrative 
or educational preparation which some of the unfilled positions require. 


All these facts are known. Every month increases the fund of informa- 
tion. Still new facts are needed for local groups and local communities. 
Fact-gathering needs to proceed wherever there are organized professional 
groups which seek to meet the nursing needs of the community. It would 
seem a feasible and desirable thing for state boards of nurse examiners, 
the secretaries of state associations, the heads of local registries, and the 
officers of district and state nurse associations to work together in a sys- 
tematic attempt to gather current information concerning the nursing 
needs and the nursing supply of their communities. 

In states where there is annual registration of nurses it should be possible 
for the state board of nurse examiners to publish each year a statement 
showing the number of graduate nurses in relation to population in each 
county of the state. The state board and the state nursing association, 
working together, might well investigate conditions in the under-nursed 
counties. They might perhaps get in touch with the physicians and hospitals 
in those counties in order to discover whether, if nurses were to move there, 
there would be enough work forthcoming to keep them busy. Perhaps one 
of the most useful features of required annual registration for nurses is 
that it makes available to every nurse within that state up-to-date informa- 
tion concerning opportunities for nursing service in communities other 
than her own. 

At the time of state board examinations it might be possible to discover 
where the new graduates plan to go and what types of nursing they plan 
to do. Many of them might perhaps be encouraged to undertake those 
forms of nursing in which there is the greatest demand with the smallest 
supply. Registries might well report on: the types of nursing calls which 
are going unfilled. One can imagine these various state and district agencies 
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getting together at monthly intervals in order to exchange information as to 
the problems of nursing distribution and to act as a clearing house, so that 
all nurses throughout the state, and other nurses interested in moving into 
the state, might readily know what the opportunities are for employment. 


COURAGE TO FACE THE FACTS 


It is not enough—not nearly enough—merely to discover the facts. Facts 
cannot change conditions. It is people who change conditions; and if the 
people who are in a position to bring about constructive changes do not 
stop to look the facts squarely in the face, one or two or a dozen large red 
books of statistics will be powerless to help. 

Nurses are the key people not only in solving problems of distribution 
but in solving most of the other vital problems which the profession faces 
at ‘this time. Many other people are concerned—patients, physicians, 
educators, hospital superintendents, and particularly hospital trustees—but 
nurses could reach all of these people, and could persuade them to help 
with many projects, if the nurses themselves knew what they wanted. No 
nurse can know what she really wants for her profession until she not merely 
has read a report full of statistical facts but actually has faced what those 
facts mean in terms of her own hospital and her own job. 

Just as a desire to discover the truth is perhaps the easiest, so this second 
sign of progress in a profession, which is courage—intellectual honesty to 
face the facts squarely—is, of all three, by far the most difficult and painful. 
Facts once discovered have an uncomfortable habit of coming too close 
home. They assail the old traditions. They suggest that new ways are needed. 
The most difficult thing which can be asked of a*professional group is that, 
having discovered the facts about their profession, they then admit to them- 
selves what these facts necessarily imply as to their own professional 
activities. 

Looking back over the past four years, one can see that nursing is 
progressing steadily in its ability to face the implications of what it has 
discovered. There is increasing willingness to admit that the old ways are 
not necessarily the best ways. Here and there come reports from super- 
intendents of training schools telling of their efforts to raise entrance 
requirements, to modify the course of study, or, even more significant, to 
decrease the number of students admitted each year. The private duty 
nurseg are beginning to question what their relationship is and should be 
to the registry, the hospital, and the patient. Facts about the schools are 
being analyzed and discussed with increasing and refreshing frankness. 
Nursing is becoming stronger in its ability to be honest with itself. 

Straightforward analysis of the facts of nursing distribution leads in- 
evitably into dangerous channels. There are many country districts where 
there is a shortage of nurses, but it is increasingly true that in small as well 
as large cities there is so great an overproduction of nurses that the registries 
cannot possibly keep all of them employed. 

Each district needs to ask: Is there unemployment among our private 
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duty nurses? Have we more special nurses than our population really 
needs ? Is our supply of new graduates, going into the private duty field, 
growing more rapidly than our supply of sick-in-bed patients? If the 
answers to these questions are all “yes,” obviously the district association 
needs to do something about it. 


. 


REDUCE THE SUPPLY 


What can the district do? First of all, it can concentrate its attention 
upon the source of supply—the local training schools. If there are too 
many nurses coming into the profession there is only one way to reduce 
the number, and that is by reducing the number of students admitted to 
the schools. There is a fact. It is to be faced. 

Overproduction of graduates cannot be laid at the doors of the small 
schools. It is the large schools, not the small ones, which are directly 
responsible for unemployment in private duty nursing. If overproduction 
is to be stopped, the big schools in your city must stop enlarging their 
schools. That is another fact. It is an inconvenient fact; but it is essential 
that it be faced. 

It is the task of the district association to bring these facts home to its 
members and to the community so emphatically that they cannot be ignored. 

Every superintendent of nurses whose entering class of students this Fall 
is larger than it was last Fall should feel the pressure of professional opinion 
upon her so strongly that she will feel called upon to justify her action 
to the other members of her district association. She is not merely an 
official in a hospital: she is a member of a profession; and if by increasing 
the size of her school she is contributing toward unemployment in her 
profession, she is obviously under moral obligation to explain why. 

Sometimes she will confess that she has tried to limit her number of 
students and has failed. If she has really tried, other nurses will under- 
stand, and, if they are in earnest about the unemployment situation, will 
help in every way they can to explain the problem to her hospital trustees 
so that next year she may be more successful. 

If, however, the superintendent of nurses has favored the enlargement 
of her school, she faces a more difficult task in justifying her action to the 
profession. In a city where graduate nurses are unemployed, the super- 
intendent of nurses who continually enlarges her schools on the plea that 
“the patients must be nursed” is encouraging the exploitation of nurses for 
the financial advantage of the hospital. Patients must be nursed; but if 
graduate nurses are available, they should be called upon to do the nursing. 
Just so long as superintendents of nurses prefer students to graduates, and 
hospital trustees find student nurses cheaper than graduate nurses, they are 
going to demand students. Hospitals cannot be blamed for exploiting 
students when they are encouraged to do so by their own superintendents 
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of nurses. Even where the quality of training is reasonably good, to en- 
courage young women to prepare for a profession in which, after they 
enter it, they will not be able to earn their daily bread, is exploitation. That 
is another fact which must be faced. 

There are probably only two conditions which justify the superintendent 
of nurses in increasing the number of her students. The first is ability to 
show that more graduate nurses, of the type her school produces, are really 
needed in the community and cannot readily be secured from other sources. 
The second is ability to show that the preparation given in her school is 
not only better than but different from that given by most of the large 
schools from which the great bulk of the graduates come. 

Almost every one of the large schools believes that it is better than the 
rest: It believes that it is justified in enlarging its schools this Fall, in order 
to get cheap student service for the new wing, because its graduates are 
“so much better than the rank and file.” Usually it is wrong. The rank 
and file of graduate nurses to-day have come not from the many small 


schools but from the comparatively few large schools. Few indeed of the 


large schools give a type of preparation which sets their graduates very 
far above the rest. Most of them could reduce their annual production 
of graduates with benefit to the profession. 

There are a few schools, however, which give their students something 
different. If a school has an opportunity to teach the nursing care of 
mental or nervous patients—really teach it, so that its graduates can handle 
such cases skillfully and intelligently—it ought to admit as many students 
as its clinical material warrants. If a school can offer exceptionally good 
experience in the nursing of heart cases, or nutrition cases, or contagious, 
or pediatric, it should probably be encouraged to expand up to the limit 
of its teaching resources. Other special services, rarely given adequate 
attention in the general hospitals, yet representing experience which is 
needed by graduate nurses, may justify a school in enlarging its student body. 

Yet even in these special types of schools it is by no means certain that 
enlarging the school should mean increasing the number of undergraduate 
students. With thousands of graduate nurses unable to find work, it may be 
that one of the forward steps for the profession is the development of post- 
graduate courses in those nursing specialties where the demand is still 
greater than the qualified supply. 

The first step toward solving the problem of distribution, then, was to 
discover the facts; but the second and by far the most difficult for everyone 
involved is to look those facts squarely in the face and decide upon their 
local implications. If the unemployment situation demands a reduction in 
the size of the larger schools, that fact needs to be recognized. 


It is not the schools alone which, after the facts are gathered, are under 
the uncomfortable necessity of facing them. There are enough important 
facts available to furnish wakeful nights for every nurse in the profession. 
Take the problem of the registry, for example. 
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REGISTRIES—-AND PRIVATE DUTY 


Does the central registry of the district admit any nurses as members 
who are not competent? There is a question which calls merely for a 
statement of fact. 

What is the real purpose of the registry? Is it to provide patients with 
competent nurses, or’ is it merely to help nurses find work, whether they 
are competent or not? That is another fact question which it should pot 
be too difficult to settle. 

If the registry is concerned as to the patient’s welfare, obviously it cannot 
accept every district member who applies, nor can it fill every call in 
rotation from the head of the waiting list. If it is interested in the patient, 
it must of necessity investigate the character and qualifications of every 
nurse whom it is willing to recommend; and in filling calls it must make a 
conscientious effort not merely to get the nurse a case, but to get for the 
patient the kind of nurse he needs. 

Most official registries set a flat fee which every nurse must charge. 
This implies that every nurse is exactly as good as, and no better than, 
every other nurse on the registry. Is that true? There is another question 
of fact. If one nurse is twice as valuable as another, is the registry being 
quite honest in its business dealings when it tells its patients that each nurse 
is worth exactly $6 a day ? If the nurse is worth more, the patient is getting 
more than he pays for. If the nurse is worth less, the patient is paying 
for something he does not receive. Is the set fee, for all nurses regardless 
of their quality, really ethical ? 

Again, should the charge per day be the same, regardless of the length 
of the case? A nurse whose cases last only three or four days on the 
average is obliged to pay for room rent, telephone, laundry, and most of 
her meals. The money she earns while on duty must support her when she 
is idle. Six dollars a day, for the short time case, is probably not enough 
for such a nurse to live on. 

If, however, the case lasts not three days but three hundred, there is an 
entirely different picture. Room, telephone, laundry, food, are often provided. 
There is no idle time to be allowed for. Three hundred days at $6 a day 
means $1,800 almost clear profit. The value of what she receives as main- 
tenance in addition to her pay is probably about $1,000 more. The nurse 
on a three hundred day case who charges $6 a day is receiving the equiva- 
lent of $2,800. Comparatively few professional women earn as much. 

Is the registry being fair to the patient when it insists that every nurse 
shall charge $6 a day regardless of the length of case? Yet there have 
actually been instances where nurses have been warned that they would be 
put off the registry if they reduced their charges for long time cases. 


NEW FIELDS—-A DISTRICT PROBLEM 


It is the registry which sees most clearly the problems of distribution and 
employment; but the responsibility for remedying them does not rest on the 
registry alone—it rests on the whole profession. It is very nearly true that 
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every nurse who is out of a job automatically becomes a private duty nurse. 
The private duty group is not a separate group. It draws its people from 
the institutional and public health fields as well. The problems of private 
duty become the problems of the whole profession. 

It is the task not only of the registry but of the district to analyze the 
local needs for nurses and to search for methods by which graduate nurses 
may be helped to withdraw from the overcrowded field of private duty and 
enter other types of nursing for which there is real demand. 

This calls not only for a realization of new possibilities but for a wide- 
spread professional recognition of the dignity and importance of some fields 
which it has been the custom to ignore or under-rate. Each superintendent 
of nurses should ask herself whether she has ever advised her senior 
class not to undertake floor duty. If so, has she not really been teach- 
ing them that the bedside care of patients in the hospital is not professionally 
respectable ? 

One of the most encouraging developments in the past two years has 
been the number of hospitals which have undertaken constructive experi- 
ments for the express purpose of dignifying the position of the graduate 
floor duty nurse. Reports come from all parts of the country, from small 
and large hospitals alike, telling of the increased employment of graduate 
nurses, the care taken in making the appointments, the careful adjustment 
of responsibilities so that students will have increasing respect for the 
superior abilities of the graduate floor nurses, and the resulting improve- 
ment in the quality of nursing service which these hospitals are able to 
provide for their patients. 

Here is at least one field where nurses have faced the facts so frankly, 
and have faced the resulting implications so courageously, that even in the 
brief period of twenty-four months a great change of attitude has been 
brought about in the nursing profession. Among the various projects which 
nurses can undertake without the aid of other professions, one would be 
inclined to think (if one had to decide which single task would make the 
biggest immediate contribution to nursing) that dignifying the position of 
the floor duty nurse would stand very nearly at the top of the list. And 
it is in just this field that during the past two years the greatest progress 
has been visible. 

Other fields are receiving constructive attention. Hourly nursing is 
being tried in many places, and with varying degrees of success. Plans are 
being discussed for “refresher” or supplementary courses in order that 
otherwise competent nurses may be brought up to date in new techniques, 
and so equipped to undertake work where there are unfilled calls. Nurses 
who are unable to handle the more serious types of illness, and yet are 
eager to help with chronic or convalescent cases where a resident nurse 
is sometimes needed for weeks at a time, are being encouraged to undertake 
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such cases, not at a daily rate but at moderate weekly salaries sufficient to 
provide them with a comfortable living, and yet within the means of the 
ordinary family. To make nurses realize that such engagements are dignified, 
important, and ethically sound is again a task for the whole district 
membership. 

KACTS SHOULD NOT BE DISCOURAGING 


One could continue citing these examples in great array. They all illustrate 
a single point, which is that changes are not brought about by statistics— 
they are brought about by people. The essential and yet surely the most 
dificult task for any profession is not merely to gather the facts, but to 
face those facts squarely, so that it may decide what to do about them. 

This is probably the most difhcult of all the changes which nursing is 
trying to bring about within its own ranks. Nurses are so loyal to the past, 
and so eager for the finest standards in the future, that sometimes they 
find it almost intolerable to face frankly the true conditions and the true 
needs of their own profession. Too often when nurses have brought them- 
selves to acknowledge an unpalatable truth, the process hurts so painfully 
that it casts them down into black discouragement. Once they face the facts, 
the situation seems to them so hopeless that there is no solution anywhere. 
This is not logical but it is very human. 

As a matter of fact, being able to recognize what is the matter is, as all 
nurses and physicians should know better than any of the rest of us, an 
immense forward step toward finding a cure. It is the unrecognized, 
undiagnosed disease which works most havoc. The patient who knows 
that he is ill and what is causing the trouble stands a far better chance of 
recovery than the patient who cannot or will not believe that there is 
anything the matter with him. To accept the facts of nursing with all their 
painful implications, to discuss them frankly, to think about them clearly, 
is a progressive step toward finding the solution. That intellectual honesty 
which refuses to permit one to escape the truth is a great constructive force. 

Whenever nurses reach the stage where they are able to agree upon exactly 
what is wrong, they should feel encouraged. They should know that for the 
first time there is reason to hope for a solution of the difficulties. 


FREEDOM TO TALK 


There is another reason why frank discussion and professional intellectual 
honesty are extraordinarily difficult to secure in nursing. It is that nurses 
are too kind to each other; they are too afraid of hurting each other's 
feelings; they are too much afraid of their own voices; and they are far 
too often in awe of each other. If nurses were more vociferous and a bit 
more callous, if younger nurses were less imbued with petrifying respect 
for their elders, and if elder nurses were less inclined to carry upon their 
own shoulders the burden of caring for and making decisions for the 
younger ones, it might be easier to secure frank discussion of difficulties 
and organize constructive campaigns for reform. 

Discussion is beginning to grow, however. It is possible, by going back 
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over the programs of the three biennial meetings and of the intervening 
divisional, state, and district meetings, to trace from year to year a steady 
and encouraging increase in practical recognition of the basic problems in 
nursing. More and more it is becoming possible for two women on the 
same platform to disagree radically with each other, to explain why in 
clear, cheerful, and carrying voices, and to leave the platform together, 
better friends than when they mounted it. Perhaps the most hopeful 
element in nursing to-day is that nurses are daring openly to disagree 
with each other. 
ENERGY TO ACT 


The first sign of progress which we discussed was the desire to discover 
the facts, which nursing has in high degree. The second was courage to face 
those facts squarely—intellectual honesty—which nursing, under unusually 
heavy handicaps, is rapidly developing. The third sign of progress in a 
profession is the energy to act after the facts are known and admitted. 

Discovering the facts is easy. Admitting them is terribly hard. Acting 
upon them takes the middle ground. Action cannot come until the pro- 
fession has made good progress in gathering and facing the facts; and for 
that reason there is perhaps less to see in nursing under this third count 
than under either of the other two. Everyone seems to be waiting for 
someone.else to tell what to do. The people in the field say, “What does 
the state want ?” The state says, “What do the national boards wants ?” 
The national boards say, “What does the Grading Committee want ?” The 
Grading Committee says, “What do the nurses and physicians and hos- 
pitals and patients want ?” The national boards say, “We must appoint 
special committees,” and the committees say, “We must go back to the 
people in the field.” Everyone is turning to everyone else. 

The answer probably will not come from any single group. Little by 
little, from all these sources, details of planning and action will’ grow. 
District, state, and national committees are beginning to work. District, 
state, and national individuals are talking and thinking. Radicals are 
expounding over luncheon tables and on platforms. The field is being 
prepared for courageous action. Specialists from other fields are being 
called upon to help. 

UTILIZING SPECIALISTS 

Nurses are not shocked to discover that members of their profession are 
being called into public education, or that they are being sought by banking 
and industry. They regard it as natural that physicians and nurses should 
be drafted for service with national baseball teams, or life insurance com- 
panies, or steamship lines, or canning factories, or: psychological labora- 
tories. They know that the professions of nursing and medicine equip their 
people to go into many other professions and industries and occupations and 





American Association of Hospital Social Workers (semi-annual meeting), 
New Orleans, October 20-24. Reduced rates on all railroads. 
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place their peculiar training at the service of others. Nurses find it much 
harder, however, to realize that specialists in other fields may be fully as 
useful to nursing as nurses can be to them. 

A beginning has been made, of course, in this matter of drawing upon 
outside professions for special help. The American Nurses’ Association 
has a specialist in public information who is not a nurse. Many hospitals 
have dietitians who are not nurses. The Grading Committee, when it wished 
to study the problems of nursing education, called upon the profession, not 
of nursing, but of education, to supply an educator with statistical training 
to come and help with the work. The beginning of utilizing the outside 
professions has been made, but it seems increasingly clear that if nursing 
wants to solve its many problems with the greatest rapidity, it needs to call 
upon outside professions to a far greater extent than has as yet been done. 

The biggest problem for the profession has to do with the training 
schools for student nurses. The people in charge of the training schools do 
not always realize that the education of nurses is not primarily a nursing 
problem. It is primarily an educational problem. The fact that women are 
skillful nurses and skillful hospital administrators does not transform them 
into educators. Education within the past thirty years has become one of 
the great professions. Its methods have been refined and analyzed until 
they are rapidly approaching a science. The active membership of the 
National Education Association now amounts to over 205,000. The associa- 
tion has an annual budget of $475,000. It owns a big headquarters building 
in Washington, and has a large staff of workers. The association and its 
members possess an enormous body of literature. Literally thousands of 
technical books on the science of education have been produced within the 
past thirty years, setting forth facts and philosophy and techniques, a large 
portion of which would, upon careful examination, be found to be directly 
applicable to nursing education. Professional educators could be of help to 
schools of nursing in solving their organization problems, their problems of 
curriculum, of courses of study, and of teaching methods. The content and 
techniques of text book presentation, the administration of psychological 
tests and of achievement tests, budget planning, school financing, record 
keeping, public information, the writing of annual reports, the relation of 
the faculty and executive body to the policy forming boards, the relation 
of the school to the public—all of these and many more are problems to 
which professional educators have devoted years of concentrated study 

The League of Nursing Education has for years been recommending 
that professional educators be added to the training school committees. It 
would seem equally necessary to add them to the boards of trustees of 
hospitals which conduct training schools. A born educator is as rare as a 
born nurse. Eventually, and let us hope soon, nursing ‘will develop its own 
body of professionally trained educators, but the number of nurses who 
have taken even one year of work in technical educational administration 
following graduation from college is as yet extremely small. Therefore, in 
the interim, and until nursing can send many of its own able women through 
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graduate courses in educational administration, there is great need for 
schools of nursing to call upon members of the educational profession to 
help them solve the more pressing of their immediate problems. 

A closely similar situation is true in connection with other nursing ques- 
tions. Nursing has already called upon economists and actuaries for help 
in solving some of its problems concerning nursing annuities and insurance. 
It has called upon social service workers for help in studying its relief 
fund. It is beginning to call upon personnel workers and heads 
of great professional employment bureaus for advice as to handling its 
registries. It is seeking closer touch with the professional and business 
women’s clubs, with newspaper women, and with magazine writers. More 
and more this sane solution is being adopted of calling in specialists from 
other fields rather than continuing to struggle blindly, as amateurs, with 
techniques which nurses cannot be expected at the present time to handle 
correctly. Nurses are rapidly learning to make other professions work 
for them. 

FOUR YEARS OF PROGRESS 


Four years, when they are over, seem a very short time, but even so, they 
are long enough for us to see what is beginning to happen. Nursing is 
beginning to awaken to the fact that it is only one of the many professions, 
and that the problems which it faces are, for the most part, exactly the 
same problems which all other professions have faced. In each case there 
is some peculiar twist or quirk which gives a different aspect, but there is 
very little in any profession which is genuinely unique. 

Nursing has long been filled with a determination to discover what the 
facts are as to its own profession. It is increasingly facing the implications 
of those facts, discussing them frankly and with courage and poise, realizing 
that the admission that certain things are not as they should be is the first 
constructive step toward making them different. It is proceeding to map 
out its campaign for remedying the more pressing evils. It is calling upon 
other professions for help and constructive advice, knowing that in other 
professions there is a wealth of experience and background which nurses 
can utilize to great advantage if they will only ask for it. It is beginning 
constructively, little by little, to hunt for the younger women and develop 
in them the qualities of leadership. And with these excellent beginnings 
which can be traced here and there, from year to year, and in every part of 
the country, it will surely not be long before we find one organization after 
another adopting specific plans of campaign, with projects mapped out in 
full detail and assigned to different members of the group. 

The work of the Grading Committee is almost over. When the end comes, 
those of us who have been privileged to join with you in this undertaking will 
be able to look back and trace through the five years of our participation 
the evidences of steady progress in a great profession which is determined 
to find the truth, face it squarely, and do.something about it. 
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THE GRACE HOSPITAL NURSES’ HOME, 
DETROIT, MICHIGAN 


ROUND WAS BROKEN March 3, 1930 for the construction of a new 
nurses’ home for The Grace Hospital. This is the first unit in a new 
building program which will comprise the following: 

a) Hospital unit of 185 beds for the patient of moderate means, located 
in the block now occupied by the main hospital buildings. 
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The Caribbean cruise arranged in connection with the Association con- 
vention will be a wonderful vacation. 
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THE GRACE HOSPITAL NURSES’ HOME 
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New nurses’ home for three hundred pupil nurses and nurse super- 
visors. 

Alteration of present nurses’ home for domestic and clerical women 
employees. 

Alteration of present employees’ home, now occupied by both men 
and women, for men employees only. 
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e) Construction of the first hospital unit of one hundred beds to replace 
the old hospital building of the Miriam Memorial Branch on West 
Grand Boulevard, three and one-half miles from the main hospital. 
This will be the first unit of an entirely new group of three hundred 
beds, constructed as a community hospital, to be operated as a branch 
of the main hospital. 

The nurses’ home is the first unit to be constructed and at this writing 
is two-thirds completed. The building, designed by’ Albert Kahn, Inc., 
architects, will have six stories and basement. The total cost of the struc’ 
ture, including furnishings, will approximate $600,000. 

The first floor and basement will contain complete training school peda- 
gogic equipment, including class rooms and demonstration rooms, set up 
as a complete ward, with all nursing utilities, lecture hall seating 250 
individuals, modern picture screen equipment for teaching purposes, faculty 
quarters, pupil nurses’ dining rooms, kitchens, study rooms, library, etc. 
The first floor will also contain large living and reception rooms which 
can be thrown open for graduation receptions and alumnae or committee 
meetings; pupil nurses’ post office box equipment; and various other modern 
facilities. 

It has a southern exposure, and the plans provide a nurses’ recreation 
room and sun parlor on the roof. 

The upper five floors will contain the living quarters of the pupils in 
training—90 per cent in single rooms. All rooms are equipped with 
running water and other facilities common to modern apartment house 
construction. Each floor will also provide a kitchenette, with adjoining 
group sitting and lunch room, where pupils may congregate when off duty 
for visitation and lunches. 

A large dining room capable of seating 240 pupil nurses, at tables of 
four each, is provided on the first floor, rear, adjacent to the main hospital 
units. The nurses’ home is separated from the hospital units by a 20-foot 
alley, and a covered passageway will convey the nurses from the home to 
the basement of the main hospital buildings, where nurses entering or 
leaving duty will be distributed to their floors by elevators. 

The recent hospital construction has distributed the elevator service of 
the hospital units along the main corridor of the hospital building, which 
extends through an entire city block. This is one of the longest corridors 
in use in a general hospital. The elevator service is so distributed that 
nurses going to meals or on and off duty will travel laterally on floors 
occupied by patients only the short distance necessary to reach the nearest 
elevator. 

A faculty dining room is also provided, where the teaching faculty will 
have private service. 

The money for The Grace Hospital building program was raised during 
a campaign conducted May 12 to 20, 1929. The greater part of the money 





The exhibitors will greet you with a smile at New Orleans. 
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for the nurses’ home is the gift of Truman H. Newberry, former Secretary 
of the Navy, John S. Newberry, and Mrs. Helen Newberry Joy, children 
of Helen Handy Newberry, who gave the original nurses’ home to The 


Grace Hospital. The home will be known as the Helen Handy Newberry 
Memorial, in memory of their mother. . 


W. L. B. 
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GROUP NURSING 
CASE METHOD OF ASSIGNMENT* 


By SisTER Mary URsu ta, R.N. 
St, Vincent’s Hospital, New York City 


HERE ARE TWO METHODS of studying every branch of science and art. 
There is the method which is concerned principally with the technique 
and to some extent ignores the underlying principles; in other words, 

there is the study of the practical work without sufficient knowledge of 
the theory of that work. On the other hand, there is the method which 
emphasizes the principles, or the theory, of the science without laying much 
stress on the practical application. 

The method which embraces the knowledge of the principles and their 
application in the form of technique is without doubt the method to be 
desired. This is especially true in the training of nurses. Application of the 
principles of materia medica to actual medicine giving, of cardiac disease 
to cardiac nursing, should all be made at the best psychological time, namely, 
when the student is nursing the patient. 

Unfortunately it sometimes happens that nurses are familiar with 
the technique of nursing but do not recognize the basic principles 
underlying the treatment. Too often the so-called practical work 
of the student nurse at the bedside of the patient is mere imitation, and it 
frequently happens that the head nurse evaluates the work done by the 
“how” standard rather than by the “how and why” standard. This mechan- 
ical application alone fails to bring about two important results: the psycho- 
logical reaction on the part of the patient which makes for improvement, 
and the mental attitude on the part of the student which fits her for intel- 
ligent work and for the development of initiative, which naturally follows 
when she is confident that she has a grasp of her subject. 

My experience leads me to believe that the case method of assignment 
combines both these elements. It may be defined as “efficiency in technique,” 
plus the study of the patient as well as of the disease. 

I shall endeavor to describe this method of case assignment as it is carried 
out in St. Vincent’s Hospital, New York City. 

At the beginning of every week the head nurse makes for the staff of her 
ward a plan for the clinical experience of the week. All the patients in the 
ward are divided into groups. Two, three, ot four patients are assigned to 
each student; the number depends upon the patient’s condition and upon 
the student’s experience, ability, and opportunity to give individual adequate 
care. She is made entirely responsible for these patients during her assign- 
ment. The freshmen, as a rule, have the care of the convalescents; to the 
juniors are relegated cardiacs and nephritics, diabetics, and patients with 
diseases of the upper respiratory system and of the gastrointestinal tract; 


1Read before the annual meeting of the International Catholic Federation of Nurses, 
Milwaukee, Wisconsin, June 6, 1930. 
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the seniors look after the more complicated cardiac and nephritic conditions, 
also pneumonias, typhoids, etc. 

To each student is assigned the care of one of these groups but she also 
has the relief care of a second group. To this effect the time schedule for 
the week for every two students has been so arranged by the head nurse 
that one is on duty when the other is off. The schedule is posted on the 
ward so that every student can tell at a glance the groups for which she is 
responsible. The student is made to understand that although she is re- 
sponsible for the relief group only during the absence of the other nurse, 
she still has the entire responsibility of the group to which she has been 
assigned until she has had the experience which these particular patients 
offer. 

It has been stated that the work is so planned that each student will have 
a variety of cases to study and many different tasks to perform. Gradually 
as the student develops skill and acquires knowledge, new responsibilities 
are added to the older ones so that different aspects of the same disease 
with a fuller understanding of its various symptoms will stimulate more 
interest and thus prevent old work from becoming monotonous. If a student 
is oppressed with too many meaningless tasks, she may be unhappy in doing 
them because of their seeming unimportance. This attitude of mind would 
inhibit her initiative, resourcefulness, and independence. 

The student is required to make a plan for her nursing care. This plan 
briefly outlined is submitted to the head nurse for approval and suggestions 
before being put into effect: She charts the nursing care she has given 
her patient, together with any outstanding observations she has made. She 
must be familiar with the temperature, pulse, and respiration, for these 
conditions must govern her type of nursing care and aid her in planning 
this care to meet the individual need. If she is a keen observer she will be 
able to meet the emergencies that may arise through sudden change in the 
patient’s condition, and to make a clear, concise, accurate record. of her 
observations. 

Informal meetings are held about three times a week after the breakfasts 
are served. At these meetings assignments that have previously been given 
to the student are discussed; the routine care necessary to the average 
patient is stressed; new methods are explained, and, if time permits, the 
interesting features of the unusual cases. Stimulation is provided in the 
form of questions, explanations, criticisms, and suggestions. The students 
are encouraged to ask questions and to express their opinions. This starts 
the student off for the day with a better understanding of the condition of 
her patient and the ward situation. It impresses her with her responsibility 
and makes her feel that she has a real part to play in the scheme of things. 

In addition to these meetings and to supplement them, clinics are con- 
ducted by the doctor at the bedside of the patient, every effort being made to 
emphasize the clinical aspects of the disease. 

An important principle to remember-in giving assignments is that they 
must not be too complicated for the student to understand or to handle 
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satisfactorily. Interest and desire on the part of the student, with need on 
the part of the patient, may be present but if the work to be done is too 
dificult of comprehension or too advanced for her knowledge and skill, 
then the result will be discouragement and dissatisfaction which will inhibit 
initiative in the future and will kill interest for further knowledge. 

Conditions for learning any science are most favorable when the learner 
experiences a feeling of need for the subject matter and when its mastery 
results in personal satisfaction; for it is the pupil herself who must learn. 
Without activity on the pupil’s part, without some expression of a will to 
succeed, the efforts of the best head nurse will be futile. If we wish our 
students to become efficient, we must provide practical problems to be 
analyzed in which the effect can be associated with the cause through the 
observation of symptoms and results obtained by drugs or treatments. They 
should be trained to analyze the cause of failure to obtain results 
from a treatment in any given case. Their attention should be called to the 
fact that their work may not have been properly planned. 

Each student is required to make a case study of one of the patients for 
whose nursing care she is responsible. She selects the study she wishes 
to make and submits it to the head nurse, who discusses with her the 
wisdom of her choice and finds out at the same time whether or not she 
needs help and guidance before going on with it. For this a carefully 
directed outline is a necessity—one which will point out in general the 
significant symptoms and their possible causes; the social and occupational 
history influencing the disease; the patient’s mental attitude; the physical 
and laboratory findings; the purpose of medicine, treatments, and diet, and 
the nursing care found to be most beneficial; the measures which might 
have prevented the disease and others which may still interfere with the 
progress of convalescence and the future protection of the patient and 
his family. 

If a student is familiar with the etiology, the symptoms, the prognosis, 
if she has an appreciation of the laboratory findings, if she acquires a 
thorough knowledge of the nursing technique and the principles under- 
lying it, the case will necessarily mean more to her and she will be more 
successful in nursing it. 

This method of training gives the student an opportunity to become 
acquainted with all types of patients and to study the social as well as 
the medical aspects of the disease. Here also she gains skill in technique, 
in observation, and in judgment, which are all essential to efficient nursing. 

Does this method of assignment mean better nursing care? I believe 
it does. One great advantage to the patient is that there is a certain ease 
of mind and body which comes from learning that the person caring for 
you understands your needs and is competent to do all that may be required. 
It removes the feeling of uncertainty and anxiety, and even that fear and 





The commercial exhibits will be unsurpassed. The educational exhibits 
will have some unusual features at this convention. 
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shrinking which often comes to a sick person whenever a strange nurse 
approaches him. 

Finally, the case method of assignment provides a means to test the 
student’s attitude toward her work; her ability to co-operate with other 
workers, be they physicians, supervisors, or companion nurses; her capacity 
to evaluate and organize data—the extent to which she can apply her 
information gained in the class room; her initiative in a given situation; her 
sympathetic appreciation of the needs of her patients; and her skill in 
working out a plan of treatment that will meet those needs. It thereby accom- 
plishes the end of all nursing education, the better care of the patient, 
the comfort of his family, the betterment of society, and the greater glory 
of God. 





HOSPITAL STORES 


Mr. Sidney G. Davidson, superintendent of Butterworth Hospital, Grand 
Rapids, in discussing the subject of “Housekeeping and Stores” before the 
meeting of the Michigan Hospital Association at Grand Rapids on May 28, 
said: 

“It devolves upon the superintendent of any hospital, large or small, to 
secure for the administration of the hospital the best possible service in all 
departments and to have that service, of course, function in the most econom- 
ical manner; if these two facts are kept clearly in mind at all times it 
matters very little just what type of organization he has, that is, whether 
the laundry is under the control of the engineer or the housekeeper or a 
separate individual or whether the Stores Department is under the control 
of the superintendent, a purchasing agent, or who-not, so long as the 
service is rendered efficiently and economically. I feel that in small hos- 
pitals, where one person has to assume the responsibility for a large 
number of.activities, there is the need of paying as much salary, if not more, 
than in the larger hospitals where one expert or one capable person has 
charge of only one service, and I again make the plea that the smaller 
hospitals secure the best possible people at the head of their one, two, or 
three departments and pay a salary commensurate with the responsibilities 
they have to carry.” 
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HOSPITAL PROVISION FOR THE 
NEGRO RACE’ 


By PETER MARSHALL Murray, M.D. 
Trustee, Howard University, Washington, D. C. 
New York City 

T IS OF MORE thah passing importance that the topics in this symposium on 
‘Hospital Provision for the Negro Race” should center about the question 

of adequacy. It is recognized that the health needs of more than one- 
tenth of the population of this great country are being met “after a fashion” 
by public and private institutions, but this very meeting shows that intelligent 





The grateful patient will contribute to hospital support as far as he 
is able, the public-spirited citizen will contribute as his interest dic- 
tates, but the substantial contributors will be drawn from the ranks 
of persons who can be taught, in addition to its humanitarian appeal, 
the valuable contribution an adequate hospital can make to the eco- 
nomic, moral, and social progress of a community both by its dircet 
service to the sick and by its educational value, which will ultimately 
touch the life of every citizen. 











opinion is aware of the fact that these facilities are far from being adequate 
in quantity or quality. 

As to quantity, while the latest figures show that mortality and morbidity 
rates are several times higher among Negroes than among whites, the number 
of hospital beds available to this group is distressingly small as compared 
with their actual needs. Statistics tell us that the proportion of hospital beds 
to the entire population of the United States is one for each 139 persons. 
After making a most generous allowance for the poor economic condition of 
the Negro, a proportion of one for each 1,941 persons, which is the ratio for 
the Negro, gives in striking terms the true picture of the inadequacy in quan- 
tity of hospital facilities available to this group of our population. 

Because the Negro occupies such a disadvantageous economic position—and 
this is an admitted fact—with practically no reserve on which to call in case 
of illness and because the livelihood of practically the whole race requires that 
they keep on the job, which is usually a physically exacting one, the health 
needs of the so-called white collar class, or persons whose incomes range from 
$2,000 to $2,500 a year and about whom so much concern is now being mani- 
fest, pale into utter insignificance when compared to the health needs of the 
Negro. Fie a 

An heroic attempt on the part of the Negroes themselves to meet this dire 
need is seen in the nearly two hundred hospitals promoted and maintained 
by Negroes themselves. This sad state of affairs is not limited to any one 
section of this country. It constitutes a real problem in every section, North 


1Read before the Annual Congress on Medical Education, Medical Licensure, and Hospitals, 
Chicago, February 18, 1930. 
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as well as South. A cross section view of hospital facilities in the entire 
country would give a picture ranging between two extremes. On the one 
hand, I would cite the Harlem Hospital, a municipal institution in the 
city of New York. Situated in the heart of the largest Negro community 
in the world, between 90 and 95 per cent of its patients are colored. In a 
house staff of twenty-seven, ten, or 37 per cent, are colored. Of 109 phy- 
sicians on the staff of the out-patient department, fifty, or 45.9 per cent, are 
colored. On the indoor visiting staff nineteen out of forty-six, or 41 per cent 
of the physicians, surgeons, and specialists, are colored. The estimate of the 
success of this experiment after four years’ trial, as expressed by Dr. John 
F. Connors, surgical director, is as follows: 


“During the past four years since the question of color has been entirely eliminated 
I cannot see any marked change in the affairs of the hospital. If there be any it is 
toward an improvement in the interest of the patient, which, after all, is the most 
important duty of a hospital. This could not have been established if the colored 
doctor had not taken his place with the men on our:staff, working as diligently and 
as effectively as any other member. Insofar as we are able to see, the colored 
doctor has progressed as far and as rapidly as any other racial group. We have 
tried in the past and hope to continue in the future to have competency the pre- 
dominating factor in the promotion of the younger men who are associated with us. 
It is our definite policy to give all the men an opportunity to become proficient in 
their selected lines of medicine and surgery so as not only to fit them for our hospital 
but also to enable us when the time arrives to recommend them to take their places 


in other institutions.” : rie and 
The great city of New York thus records itself as permitting no discrimina- 


tion against any of its citizens on account of race, creed, or color, and offers 
this successful experiment of what a community can do if it will face squarely 
its full duty to all of its citizens. 

The city of Cleveland, after several years’ serious study of this question, in- 
cluding the personal visit of a special committee to various cities with large 
numbers of Negroes, follows the lead of New York and on January 13, 1930 
unanimously passed a resolution instructing “the city manager to make such 
appropriate arrangements as shall afford to all citizens of Cleveland seeking 
the same an equal and reasonable opportunity to receive training as nurses or 
interns at the Cleveland City Hospital and..... further..... that in accord- 
ance with the policy expressed in the Constitution and Laws of the United 
States of America and of the state of Ohio such opportunity shall in no event 
be denied or abridged on account of race or color of anyone seeking such 
training.” 

New York and Cleveland have taken advance positions along the highway 
of race relations and common justice. May their success point the way to 
others. 

The other extreme might be pictured in the incident where a student of Fisk 
University, a member of the football team, was seriously injured. The facts 
in this case were furnished me by Dr. George S. Moore, clinical director of 
the U. S. Veterans’ Hospital, Tuskegee, Alabama, the father of the boy, and 
are as follows: 





The round table and section programs have never been better than they 
will be at this year’s convention. 
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“About 8:00 a. M., November 4, 1927, my boy met with an automobile accident 
on the highway between Athens and Decatur, Alabama. A Mr. Gordon, who was 
at the time treasurer of Fisk University and in charge of the motor cavalcade, rushed 
my son, in his car, to Athens and Decatur in vain search for hospital accommodation. 
He was not only refused medical aid for his disability—fracture-dislocation of the 
third cervical vertebra with compression of the spinal cord—but was absolutely refused 
admittance to any hospital available in that territory on the ground that there were 
no hospital facilities for colored patients, regardless of the severity of the disability. 
An ambulance of the hearse ambulance type was finally secured after a wait of 
several hours and he was rushed to Huntsville, Alabama, a distance of some thirty 
odd miles from Decatur, and admitted to McCormick Memorial Hospital, where he 
received every attention and was rendered service far beyond the ordinary. He died 
the following evening at 9:00 P. M., November 5, 1927, from pneumonia, induced 
and aggravated by unnecessary exposure, lack of adequate medical care and treatment, 
and particularly on account of the inability of Mr. Gordon to secure hospitalization 


for him at a time favorable for recovery.” 

Neither of these two pictures is applicable to all sections of the North or 
South. It is not possible to predict geographically the adequacy of hospital 
facilities for Negroes—indeed, it seems that the Mason and Dixon line of hos- 
pital facilities would resemble more a tangled skein of yarn at the mercy of a 
playful kitten than a parallel of latitude. 

A further complication is the question of hospital facilities for Negroes in 
the small town as against the large city. With a Negro population largely of 
the servant class, too small to warrant consideration of a separate institution, 
and with physicians of their own race denied opportunities in existing hospi- 
tals in the small town, the problem is most acute. The handling of the health 
needs of Negroes and of other underprivileged groups is truly an index of 
civic, social, and community progress. I venture the assertion that some of the 
communities in the South are exercising an honest concern and showing a 
degree of co-operation in meeting the health needs of the Negro population 
that are far more commendable than in some communities in the North. In 
this connection, it is only fair to quote further from the letter of Dr. Moore, 
already mentioned: 


“I arrived at Huntsville in the early morning of November 5, 1927 from Tuskegee 
and found my son in the care of a physician who had just recently returned from 
extensive postgraduate study at Mayo Clinic on fractures of the vertebra column and 
compression of the spine, etc. This physician was untiring in his effort to save my 
boy and devoted his entire time to his care. In fact the personel of this hospital, 
and the x-ray diagnostician likewise, made every effort humanly possible to save him. 
However, his life was brought to an untimely end by pneumonia following the exposure 
mentioned above.” 

It would be a trite commonplace to repeat here that disease germs know no 


color line or that any racial group with a disproportionately high mortality 
and morbidity rate is a distinctly retarding factor in the progress of any com- 
munity. Truly the concern of the health of the Negro is the concern of the 
whole community. 

While the Negro still uses to a very large extent such free hospital facilities 
as are open to him, his experience leads him to feel that he will get better treat- 
ment if he pays something for his medical care. Consequently, his willingness 
to pay often exceeds his ability, and yet in the two hundred Negro hospitals 
practically all of the beds are pay beds. In the annual report of the United 
Hospital Fund of New York, Mr. Homer Wickenden, general director, said: 


: [ 39} 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


“The surprising thing is that practically all the poor people who need free 
treatment want to pay for it. They hate the idea of being charity patients and 
they will strain every cffort to pay something toward the cost of their care... 
it makes them feel more independent and happier.” The general tendency is 
definitely that the patient shall bear an increasingly larger proportionate share 
of the cost of his treatment. 

The practice well nigh general in this country of excluding Negro physi- 
cians from the staff of hospitals where Negroes are patients imposes a distinct 
psychologic handicap on the Negro patient and makes the result of treatment 
given him less effective. He is less inclined to apply for hospital service for 
preventive and early treatment and too often submits only after he has become 
a grave risk. The Journal of the Amzrican Medical Association editorially 


stated: 

“In outlining plans for Negro health betterment, no factor is of greater importance 
than the part the Negro himself will play and particularly, the part that will be played 
by the Negro physician. When the Negro physician enters the home of the colored 
patient or meets him in the dispensary or the hospital ward he greets him as one of 
his own people, adapts himself to the needs of the situation, and carries to his patient 
and to the home lessons of sanitation and health that he can enforce to a degree 
hardly practicable otherwise.” 


The experience of the Phipps Clinic in Philadelphia and the Harlem Hos- 
pital in New York abundantly attests to the tremendous increase in clinic 
attendance on the appointment of Negro physicians in the out-patient clinics. 

Let us consider the question of the Negro pay patient. In the usual, or 
white, hospital when a Negro emerges from the charity class and pays some- 
thing for his medical care, he as a rule has nochoice in the selection of hisown 
physician. It is only in the Negro hospital that his ability to pay permits him 
freely to select his own physician, for with some comparatively few excep- 
tions Negro physicians and surgeons do not have staff privileges in other hos: 
pitals. With the growing tendency to require patients to pay something for 
their hospital care and with the rapidly improving economic conditions among 
Negroes, the necessity for providing adequate facilities for this class of patients 
is becoming’more and more acute. If this situation is not met adequately we 
shall not only retard the development of the confidence of the Negro patient 
in the Negro physician and further retard the professional development of the 
Negro physician, but we shall fail to use a rich opportunity to convert the 
Negro public to its responsibility to pay its own way for medical service when 
able and to become contributors to hospital movements for the public good. 

Dr. A. B. Jackson, in his report of his investigation of 125 Negro hospitals, 
states: “When the Negro pay patient compares the inadequate facilities of the 
Negro physician and hospital with the services offered him by a white hospital, 
though that service be of a poorer standard than that received by white 
patients, it is possible to understand his choice of ‘the latter. In every instance 
where a first class Negro surgeon offers his people the facilities of a first class 
hospital he gets the Negro patient.” This should settle the question of the 
natural preference of the Negro patient for the white physician. In years 
gone by this was probably true to some extent, but to-day, when the intelligent 
Negro is more acutely sensitive to incidents of discrimination and unsympa- 
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thetic service, he is looking for the very best sympathetic care he can find. The 
plight of the Negro who is able, and wishes, to maintain his self-respect by not 
accepting charity demands serious consideration. 

The two main aspects of any adequate hospital program which readily come 
up for consideration are: 

1. The care of the sick. 

2. Educational value to the physician and the public. 

We have already seen that provision “after a fashion” is made for the 
Negro in the general hospital program of almost every enlightened community. 
In addition to institutions maintained by and for Negroes, many other hos- 
pitals offer facilities to some extent for Negro patients. Edwin R. Embree says: 
“The large Cook County Hospital in Chicago and the Philadelphia General 
Hospital, Philadelphia are said to be often more than half filled with colored 
patients who are accepted without discrimination. In the South, many of the 
general hospitals, as, notably, the Charity Hospital, New Orleans, are said to 
have wards that serve many Negro patients. While these services are of benefit 
to the sick, they do not, save in exceptional cases, offer any facilities for 
service by Negro physicians. Most hospitals for white patients, however, 
have no facilities whatsoever for Negroes.” 

The educational value of an adequate hospital to the physician and the 
community has a place of importance almost equal to that of the care of the 
sick. In defining the relation of the hospital to medical practice, Dr. Michael 
M. Davis in his study, Hospital Administration: A Career, aptly states: ““Hos- 
pitals are intimately related to the whole medical practice of their locality. 
The physician who is deprived of opportunity to use a hospital for his patients 
is seriously handicapped professionally. The hospital is essential to the practice 
of surgery. Physicians who confine their practice to a specialty likewise must 
have affiliation with a hospital or a clinic. Statistics show that substantially 
all such specialists are in communities with hospitals and have some staff con- 
nection with them, whereas it is often true that from 40 to 60 per cent of 
general practitioners have no hospital opportunities. To develop and maintain 
a satisfactory relationship with the practicing profession of the locality is one 
of the important responsibilities of hospital management. To fulfill this re- 
sponsibility means to benefit not merely a certain number of physicians, but 
also the whole community in which these physicians practice.” 

A Negro patient suffering from a ruptured ectopic pregnancy, an acute 
suppurative appendicitis, or an acute intestinal obstruction is apt to receive 
standard treatment anywhere in the United States when once admitted to any 
hospital. An adequate hospital program for Negroes in such a community 
would mean that prior to admission there had been early diagnosis, prompt 
reference to the hospital, and community confidence. These latter factors, the 
direct result of the proper community and professional relation to an adequate 
hospital, might surely mean the difference between life and death. “The hos- 
pital and the clinic are now agencies for the institutional practice of medicine.” 





New Orleans in October is like the month of May in the North. 
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It is my firm belief that in any hospital program for Negroes emphasis 
should be placed on the weakest spots in our armor of health. These are tuber- 
culosis, venereal disease, and maternal and infant welfare. 

The facts of the high death rate among Negroes from tuberculosis are too 
well known to demand more than passing mention. In order, however, to fix 
in your minds how urgent the need is for relief from this distressing condi- 
tion, may I remind you that in 1926 in Chicago the Negro death rate from 
pulmonary tuberculosis was from two and a half to three times as high as the 
rate for the white population. Dr. Bundesen states concerning the death rate 
in Chicago among Negro children: “The very high death rate in Chicago 
among Negro children occurs under the age of eleven years, for tuberculosis 
is more marked in this group than for the population as a whole. Rates for 
Negroes in this group are from ten to twenty times as high as for the white 
children of the same age for the same period. In 1926, 41.04 per cent of the 
total deaths of children under eleven years of age were among Negroes who 
composed 3 per cent of the total population in this age group.” 

In 1928 there were 5,326 deaths in New York City from tuberculosis. Of 
these 823, or 15 per cent, were Negroes who composed only 5 per cent of 
the total population. 

In addition to the study of the whole interplay of social and economic 
factors, this situation demands education on the part of the Negro profession 
and the Negro public: The Negro physician must be more public health- 
minded. The beginning of his public health-mindedness should be in his under- 
graduate days. The medical curriculum, at least in the two Negro medical 
schools, should place special emphasis on the problems which the Negro physi- 
cian must face in his active professional life. Ideal tuberculosis hospital 
projects should be the atmosphere where the Negro student should learn what 
constructive work can be done in this fight against tuberculosis. I doubt 
whether any student, and very few physicians, can get the proper picture of 
what can be done for the arrest and cure of tuberculosis from observation of 
the “random” case. The very term brings to mind the hopeless, cough-racked, 
emaciated specimen rapidly succumbing to the disease. It is no wonder a 
great many Negro physicians have been charged with indifference to this 
problem. The good results of early diagnosis and proper treatment must be 
dramatized under ideal institutional conditions. 

In connection with the two Negro medical schools there should be ideal 
tuberculosis hospital units for the proper instruction of students and for the 
continued postgraduate education of Negro physicians. Are you aware of 
the fact that there is no institution in the United States, to my knowledge, 
where a Negro who is able to pay for private attention may go for treatment 
of tuberculosis ? | 

I have been able to locate among my professional friends about twenty-five 
Negro tuberculosis patients fully able to pay who have travelled long distances 
at great expense seeking some institution. where they might pay for private 
hospital care. I am confident that the number of Negro tuberculous patients 
so fortunately situated economically who refuse to accept charity is not 
inconsiderable. 
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As I see it, as applied to the general population the questicn of venereal 
disease in all of its aspects is in no danger of an immediate satisfactory solu- 
tion. Much of the alarming increase in deaths from heart disease in the middle 
and later decades of life can effectively be checked by a more thorough control 
of venereal disease in the earlier decades. Among Negroes this is especially 
significant. The solution lies again in the more effective education of both 
physician and public. Here, as in tuberculosis, the education of the physi- 
cian should begin in his undergraduate days. The far reaching effect of 
venereal disease should receive proper emphasis. The late effects of syphilis, as 
evidenced in the syphilitic heart, and the high incidence of conditions result- 
ing directly from gonorrhea which require surgery in the female give’ the 
question of venereal disease an importance almost equal to that of tuberculosis. 

The third annual report of the Shoemaker Health and Welfare Center, ’ 
Cincinnati, Ohio, states: 


“The outstanding feature in the review of attendance figures and analysis of the 
entire service is the size of the venereal clinic. . . . The number of patient visits 
this year, 8,055, is nearly four times the number of last year, 2,773. . . . More 
patients are rendered unable to earn a fair living because of this disease than from any 
other encountered in the clinic. Yet continued treatment, although requiring a dis- 
couragingly long period of time, gives definite promise in most cases that the individual 
may return to a gainful occupation.’ 


Under the direction of men or agencies who understand the full public 
health implication of venereal disease and by employing colored as well as 
white physicians for the work, venereal disease clinics could easily be the most 
satisfactory if not the most beneficial of all the clinics in any community of 
Negroes. It has been my experience that less than 5 per cent of Negro syphi- 
litics can be persuaded to continue treatment beyond the first course of ars- 
phenamine injections. With the idea prevalent and expressed among many 
laymen of this unfortunate stratum that gonorrhea is not much worse than a 
“bad cold” the educaticnal possibilities as to the seriousness of these condi- 
tions are tremendous. Indeed, any hospital which would consider that it is 
doing its full duty to any large Negro community should have highly special- 
ized, well developed services in urology and gynecology. _ 

The Negro is also contributing more than his share to the high maternal 
and infant mortality and morbidity rates which place the United States dis- 
gracefully low in the list of civilized countries. No branch of health service 
responds so favorably to intelligent effort as the division of maternal and 
infant care. In the metropolitan area of New York last year 40 per cent of 
all births occurred in hospitals. Maternity services in centers of Negro 
population should be the focal points of attack on this problem. The work of 
the splendid agencies already operating in this field require adequate hos- 
pitalization to make their program most effective. 

The progress that has been made in the last five years toward the solution 
of these problems is simply amazing. Philanthropy has been most generous 





Enjoy a week of profit and pleasure at the New Orleans convention, 
October 20-24. 
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and whenever a broad, well considered program has been presented, co- 
operation has been easily secured. 

Favorable results are already seen in the interest in this question due to 
the efforts of the National Hospital Association and the American Hospital 
Association and certain individuals and foundations. The Negro doctor has 
every reason to feel proud of the part he has played. “Of all the hospitals 
established and supported entirely by Negroes, 75 per cent’ were established 
by and are the direct financial burden of Negro physicians.” With such 
tools as he has he has done a good job. The remedy then, as I see it, lies in 
(1) the removal of restrictions against Negro physicians as staff members in 
public hospitals; and (2) the establishment or development of model hos- 
pital units in key centers of Negro population in the country. 

This may mean new hospital developments or the assistance and enlarge- 
ment of existing hospitals. These centers, in addition to providing hospital 
and out-patient facilities for the adequate care of the sick, would serve as a 
kind of demonstration of what can be done for other communities. Each 
such center could duplicate the splendid work of the John A. Andrew Me- 
morial Hospital for postgraduate opportunities. Last year more than 125 
Negro physicians eagerly participated in the annual clinical course at this 
Tuskegee hospital. The John A. Andrew Clinical Society is now of national 
importance. 

In order, however, to assure success and avoid the pitfalls which have 
accounted for the failure of so many Negro hospitals, these centers will 
require (1) active participation of the intelligent lay Negro public, (2) 
properly trained hospital administrators possessing business acumen and 
special hospital training, and (3) active participation by the competent and 
sympathetic white profession in actual staff responsibilities. 

In the successful prosecution of this program, or of any program, one 
must enlist the sympatheic interest and support of every element in the 
community. To this end let us not be blind to some factors of transcending 
importance which must be approached with tact and diplomacy although 
with frankness and justice. 

The assistance of the broadminded, sympathetic white profession in actual 
staff responsibilities is not only highly desirable, but, in the present stage of 
professional development of Negroes, except in a few cities where Negro 
physicians have enjoyed unusual clinical opportunities, it is absolutely 
necessary. 

While in the past, a certain pride might have been justified in pointing 
to any hospital, no matter how ill equipped or inadequately fitted to meet 
the health needs of a community, as an example of the Negro’s effort to 
help himself—to build his own—there is to-day no justifiable excuse for such 
a staté of affairs. If approached on the broad basis of mutual help, of 
competent service, and of unselfish interest, benighted indeed is that com- 
munity which cannot develop a method of approach to this problem which 
will redound to the benefit of the whole community, 

I fervently believe that the next decade will furnish a more striking 
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advance toward racial amity through the medium of health and hospital 
efforts than through any other channel. Such co-operation, however, must 
be in a frank, honest, and straightforward manner. Every effort should be 
made to remove the distrust and suspicion which many Negroes now have 
about a great many worth while interracial endeavors. A feeling is now 
entertained that some men are in positions of influence in such projects solely 
on account of their’ color, oftentimes with either sympathy or competence 
lacking. There should be no place for suspicion and distrust, which often 
are bred through lack of understanding and lack of frankness. 

The general apathy of the intelligent Negro lay public toward the support 
of hospitals through voluntary gifts can be converted into an attitude of 
enthusiastic co-operation by the proper approach. In achieving this desir- 
able end, the first and most important way lies through the approval of 
such hospital projects by the prominent and leading public-spirited Negro 
physicians. The minister is the traditional leader of his people. He has 
earned that position by reason of the influence of the Negro church, which 
to-day is the most important institution among Negroes. The Negro min- 
ister has been able to erect imposing church structures out of the pittances 
of Negro members under the promise of a life of ease and contentment in 
the world to come. Negroes have missed so much of the good things of 
this world, one can readily understand their willingness to expect unusual 
rewards in the world to come. As important as that is, the Negro physician 
and the Negro business man must strike the balance and see that much of 
that spiritual fervor finds practical application in meeting the conditions 
which actually confront their people in this world. The older physician 
whose influence is respected in the community should be utilized to the 
fullest in developing the community support, while the material, except 
in unusual cases, for developing competent staff members must be supplied 
by the younger group. This younger group, steadily growing in numbers 
and trained to-day under excellent conditions in modern medical education, 
is restless for a chance to develop further and properly, as is its right. 
During the past five years, 2,644 Negro students have been enrolled and 
586 have been given degrees. Of these, 2,193 were enrolled in two Negro 
medical schools and 475 have graduated from them. On an average during 
the last five years there have been each year 529 Negro medical students 
enrolled and 117 graduated. 


Thus both groups should be led to contribute that which they are best 
able to contribute for the benefit of the whole community. The organized 
Negro medical profession, through the National Medical Association and 
the National Hospital Association, now commands the respect of the Negro 
public. It should be thus strengthened and assisted into more substantial 
development. In the present state of organized medicine as a whole, time 
and effort might profitably be spent in assisting such a valuable co-worker 
as the National Medical Association. 

The grateful patient will contribute to hospital support as far as he is 
able, the public-spirited citizen will contribute as his interest dictates, but 
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the substantial contributors will be drawn from the ranks of persons who 
can be taught, in addition to its humanitarian appeal, the valuable con- 
tribution an adequate hospital can make to the economic, moral, and social 
progress of a community both by its direct service to the sick and by its 
educational value, which will ultimately touch the life of every citizen. 

In cities with a large concentration of Negroes, the solution of this 
problem as it affects the Negro who is able to pay for his hospital care and 
who deserves the right to choose his own physician, and as it affects the 
whole problem of continued education through full staff opportunities and 
postgraduate opportunities under sympathetic and competent auspices, 
seems to lie for the present in the establishment or development of model 
hospital units to serve this particular need. One must realize that, as 
Dr. M. L. Harris, in “Negro Mortality Rates in Chicago,” aptly states, “No 
effort to decrease the death and sickness rate of Negroes can be successful 
in the face of an opposed or apathetic public opinion. The Negro himself 
must realize that it is his problem and that to its solution he must bring 
every force within him and every factor subject to his control. His home, 
his lodge, his church, his business organization, must take a positive stand 
and an active interest.” 

When so-called Negro hospitals attain the same degree of excellence in 
facilities and professional treatment as other hospitals, I am confident that 
many of our difficulties will be solved. I am reminded of the splendid 
Freedmen’s Hospital, the teaching institution of the Howard University 
School of Medicine in Washington, D. C. Its ambulance service covers the 
entire District of Columbia. For many years it has been the favored hospital 
for all emergency cases by police officers serving the district where it is 
located. The day has come when, as the Rosenwald Fund Report rightly 
says: “The Negro himself is taking increasing responsibility for his own 
advancement. As he is being accepted not as a group apart but simply as 
one race in a nation made up of many races, he is also accepting the obliga- 
tions that go with American citizenship. The leaders of the race are demand- 
ing not only that he be not discriminated against but also that he be given 
no special favors. They insist that high standards be applied to members of 
this race and that they be judged rigorously by these standards. The old 
statements, ‘that’s doing well for a Negro’ or ‘that is a pretty good colored 
school,’ should no longer be used to condone mediocrity, if this group of 
the population is to come up to proper American standards.” 





Fare and a half for the round trip to the New Orleans conventions on 
all railroads, October 20-24. 
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THE CONVALESCENT PATIENT®* 


By E. MuriEL ANSCOMBE 
Superintendent, Jewish Hospital, St. Louis 


N THE CONSIDERATION of this subject, I am reminded of what Mark Twain 
said concerning the weather—that “much has been said about it, but 
very little has been done about it.” 

When I consented to discuss this subject, it was not with the thought of 
an original presentation, for outstanding authorities like Dr. Frederic Brush, 
Dr. John Bryant, Dr. Ernst Boas, and E. H. Lewinski-Corwin have devoted 
much time and intensive thought to the needs of the convalescent patient and 
have compiled a wealth of interesting material and convincing reports that 
are readily available for our use. It was rather with the hope that reitera- 
tion might stimulate and help to penetrate the consciousness of those of 
us who should be vitally interested in this important phase of hospital and 
community service. For, as the constant dripping of water wears away 
the stone, the continued and persistent flow of the propagandist’s argument 
may eventually wear away the surface of indifference which seems to 
characterize many, if not actually the majority, of hospital administrators, 
so far as the convalescent patient is concerned. 

European countries, particularly France and England, have been the 
pioneers in the field of convalescent care. As long ago as 1640 the French 
hospitals devoted approximately 30 per cent of their hospital bed capacity 
to the use of convalescents. In 1858 Napoléon established a thousand-bed 
hospital outside of Paris to which patients might be transferred in order to 
have the benefit of fresh air and a more favorable environment. In the 
early part of the Eighteenth Century the English hospitals organized special 
departments for the care of convalescent patients. 

The World War and its tragic aftermath demonstrated the great need 
in our own country of proper facilities for the rehabilitation of those 
temporarily handicapped by physical disabilities and mental complications 
which frequently are the result of physical inertia. 

The Sturgis Research Fund made possible a comprehensive survey in 
the United States and revealed the fact that 50 per cent of all convalescent 
institutions are located in and adjacent to New York. 

May I be specific and focus your attention for a short time on the states 
comprising our own Midwest Hospital Association, which are here repre- 
sented, for one can be lulled to sleep on generalities. We are here for the 
specific purpose of discussing the existent health problems in these great 
midwestern states, which are frequently referred to as “typically American.” 

According to the survey, the utter inadequacy of institutions for con- 
valescent care should fill us with chagrin. This situation demands our im- 
mediate attention and calls for prompt action to secure remedial measures. 
There are only four institutions for convalescent care in the states here 


1Read before the annual meeting of the Midwest Hospital Association, Tulsa, April 26, 1930. 
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represented, three of which are located in St. Louis and one in Kansas 
City. Those in St. Louis are Ridge Farm, which is the convalescent home 
of the Children’s Hospital of St. Louis, and two institutions supported by 
the Federation of Jewish Charities—the Miriam Convalescent Home and 
the Jewish Sanatorium on Fee Fee Road. The latter is maintained for chronic 
invalids, some of whom, no doubt, are chronic because of a lack of proper 
convalescent care. The George Warren Brown Memorial Convalescent 
Home, which was listed in the survey, has been discontinued. 

In 1926 St. Louis had the rare good fortune to secure the services of Dr. 
Haven Emmerson for a health survey. He gave a most interesting and 
detailed report in which he stated that St. Louis had adequate facilities for 
caring for the acutely ill but emphasized the glaring lack of provision for con- 
valescent care. How have we profited by his report ? Since Dr. Emmerson’s 
survey, St. Louis has launched a building program which will increase the 
capacity of its hospitals by approximately one thousand beds at a cost of 
$7,500,000. These buildings have added greatly to the architectural beauty 
of St. Louis; they have given employment to hundreds of people; they have 
contributed to the advancement of medical research in St. Louis; in fact, 
they are making St. Louis famous as a medical center. But, so far as I am 
able to learn, the great army of convalescents has not been the object of 
any special deliberation or provision in this great humanitarian drive to 
alleviate human suffering. And yet a distinguished authority like Dr. John 
Bryant of Boston, in discussing the importance of intelligent provision for 
convalescent care, said, “The community does not appreciate that convales- 
cence is in effect the one remaining gap left in the health cycle.” We are 
not in a position to criticize the community at large for an apparent lack of 
interest when there is very little tangible evidence that we as hospital 
administrators are aware of this gap. 

Mr. Mark C. Steinberg, a well known St. Louisian, has demonstrated 
his insight into this particular community need by giving a large sum of 
money for the establishment of a department in the Jewish Hospital, which 
is to be a separate building for the care of convalescents. I trust that his 
generous gift will stimulate an interest in others and inspire them to follow 
in his footsteps. 

This institution is not intended to supplant the Miriam Convalescent 
Home, but is established for those patients who are no longer considered 
acutely ill but have not reached the stage of convalescence that will permit 
their removal to the country home. It will make a definite contribution 
to health education that is not duplicated and cannot be covered by the 
country home. I contend that every hospital should make a provision for a 
convalescent department or, better still, a convalescent pavilion; and every 
city should have its “Burke Foundation.” 

Let us consider the needs of the convalescent patient and how we may 





The New Orleans convention will be our largest. Don’t miss this 
opportunity. . 
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help him to make the necessary adjustments which will restore him to the 
community as a useful, happy citizen whose contact with the hospital has 
contributed to his knowledge of disease prevention and the promotion of 
personal and community health. 


The convalescent period is the time that elapses between the disappearance 
of the acute symptoms and the complete restoration to normal physical and 
mental health. With a convalescent pavilion adjacent to the general hos- 
pital, it would be possible to remove the patients from the wards of the 
acutely ill in a much shorter time. The tonic effect of a change, the more 
cheerful environment suggestive of health rather than illness and death, 
would be conducive to a more rapid and complete recovery. 

What is the duration of this convalescent period ? Probably we all agree 
that it is quite impossible to fix a definite time limit, because of the many factors 
which conspire to influence and in a sense predetermine the duration of 
the convalescent period: for example, the nature of the disease. Patients 
vary greatly in their desire and determination to get well and in their 
co-operation with doctors, nurses, and other agencies employed to hasten 
their recovery. We have all known patients who apparently enjoy a moder- 
ate degree of ill health and who use their illness like a magic wand to create 
sympathy, to stimulate an interest on the part of laggard husbands, and even 
as a passport to far distant lands on the plea that a change of scenery and 
climate may effect a restoration to health. 

Then there is the ward patient who unfortunately, through lack of 
foresight or perhaps unavoidable circumstances, is dependent on his children, 
relatives, and friends, and dreads the day of departure from the hospital. 
Such patients repeatedly develop new symptoms in order to prolong their 
stay. It is a regrettable fact that in many instances the patient's relatives 
are perfectly willing to unburden their personal responsibilities on hospitals 
and other institutions maintained at public expense. 

All of these conditions emphasize the proper convalescent care needed 
and the necessity of a thorough study of the individual case with a view to 
restoring him to health and independence. 

The convalescent period in many instances can be materially reduced 
and much better results obtained if the patient can be removed from the 
acute ward and placed in a convalescent department at the proper time. 
Being constantly associated with the acutely ill and perhaps an eye witness 
at times to the last struggle, he is apt to become a prey to morbid fears 
and obsessions and feel he cannot safely live outside the hospital walls. 
Such a mental state is as deplorable and tragic as a physical malady. Many 
wards that should be reserved solely for the acutely ill are practically 
miniature homes for the aged. 

This type of patient is a contant problem to the administrator who 
endeavors to co-operate with the doctors and the social service department. 
The doctor discharges the patient and immediately all responsibility of 
placing him is transferred to the social service worker, who is greatly 
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handicapped. What is she to do? The patient may be without finances 
and friends, which often bear a direct ratio to each other. Perhaps other 
members of his family are working daily for a pittance that enables them 
only to eke out a bare existence. In that case, we retain him in the hospital 
where he continues to occupy the bed of an acutely ill patient at the maximum, 
cost to the institution. 

The young student nurse who is naturally lacking in a sense of values, 
which is acquired only by experience, frequently finds it exceedingly difficult 
to deal with many of these patients. During the acute stage of the disease 
the nurse has bathed the patient, looked after his medications and medical 
treatment, fed him, and administered to him as though he were a helpless 
little child. Later, when he is able and should begin to do things for him- 
self, he feels terribly neglected if the nurse turns her attention to other 
sick patients and fails to continue to give him the care he received in the 
acute stage of the illness. By removing this type of patient from the acute 
wards to the convalescent pavilion where he requires only nurse aid or 
attendant service, we can materially reduce the number of students graduat- 
ing annually from our schools of nursing, which, according to the national 
Grading Committee, is becoming a serious problem. 

Authorities agree that the per capita cost of maintenance for a convales- 
cent patient is approximately one-third of that for the acutely ill. Is this 
not a misappropriation of community funds that have been intrusted to 
our care? Have we a right to misapply sympathy and money by keeping 
a patient in an acute ward at a cost of five or six dollars a day when he can 
be cared for in the convalescent pavilion at one-third of that amount? In 
the intramural convalescent ward the pharmacy, dietary department, laundry, 
and the heating, lighting, and water plant of the general hospital can be 
utilized, which greatly reduces the cost of operation. 

The intramural convalescent department makes it possible for the busy 
staff doctor to check up on the patient’s condition and note his progress 
by making an occasional call in the guise of an interested friend. It might 
be impossible for the doctor to verify the patient’s progress as frequently 
if he were in the country. Patients who require continued treatment, such 
as minor surgical dressings, physiotherapy, supervised diet, occasional x-rays, 
etc., can be well cared for at a minimum cost to the community and relieve 
the general hospital of an unnecessary burden. Proper care at this crucial 
period will protect the patient from well meaning friends who often un- 
wittingly refer him to quacks. 

The country convalescent home does not need an advocate for its existence, 
for we all recognize and concede the curative properties of Mother Nature 
and the great open spaces. It furnishes an ideal environment for prolonged 
cardiac affections, gastric ulcer cases, osteomyelitis—in fact, any surgical or 
medical condition where the patient’s resistance has been lowered by a pro- 





American Protestant Hospital Association convention, New Orleans, 
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longed illness. The fresh air, free from smoke, gases, and other irritants 
common to the city, the many opportunities for outdoor recreation and 
occupation, are of paramount value to the patient in his efforts to recover 
his health. 

In planning a proper environment for the convalescent patient, the 
building should be, provided with solaria, open porches for sun baths, and 
an open court well shielded from the wind in order that patients may be 
kept outdoors even on cold days without undue exposure. The interior 
of the building should be made as homelike and attractive as possible, 
although the rooms need not necessarily be large. There should be colorful 
drapes and furniture, a cheerful, attractive dining room, a recreational hall 
with facilities for moving pictures, a well equipped occupational therapy 
department, andplenty of baths, particularly showers. Certainly one could 
not create a refined and desirable environment in which to live happily 
without provision for music and flowers. They have not only a cultural 
value but a spiritual significance as well, for they are among the loveliest 
things in life and do as much to sublimate our thoughts as any one 
influence in life. 

The personnel.—Here as elsewhere one of the main factors in the success- 
ful operation of a convalescent department is the personnel, which should 
include a graduate nurse supervisor, an instructor in dietetics, a recreational 
director, an occupational therapist, and nurse attendants to give general 
care. Their preparation should include a knowledge not only of their 
work but also of human nature. A bored, pessimistic attitude toward life 
should automatically disqualify anyone for a position in the convalescent 
department. At the same time one should not expect a “Pollyanna” atmos- 
phere to pervade the place continually, for many of these patients have real 
worries and would be relieved and helped by talking them over with the 
right person. But it should be someone who is sympathetic, cheerful, and 
stimulating—someone who has a wholesome reaction toward life. 

The treatment.—The first essential in the treatment of the convalescent 
patient is, obviously, regularity of habits and necessitates a definite program, 
which should include ample time for rest and also provide for physical 
work, mental recreation, and play, which after all constitutes normal living. 
We know from personal experiences and observation that prolonged physical 
inactivity results in introspection and retrospection, neither of which is 
conducive to mental health. I do not mean to infer that we should never 
indulge in self-analysis, which at times is truly beneficial, but we do know 
that the self-centered, selfish individual is not happy and is liable to develop 
queer mental twists. We also know that normal physical fatigue which 
results from a normal amount of work is healthful and stimulates a good 
appetite, natural sleep, and clear thinking. The prescribed work must of 
course be carefully regulated and modified to meet the physical and mental 
needs of the individual patient. 

The convalescent period affords a splendid opportunity for the correction 
of faulty dietetic habits. Patients suffering from metabolic disturbances 
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could be taught how to prepare the various appetizing food combinations 
made necessary by their particular disease. Any help concerning their 
restricted diet, which no doubt becomes very monotonous, would be of 
real practical value. 

However, in our enthusiasm we must not forget to harness our ideals to © 
practical principles. Why waste time and material in making gingham dogs 
and calico cats instead of attractive little romper suits, aprons, and dresses 
which would gladden the heart of a little child and serve a definite purpose ? 
The knowledge that during her convalescent period she was able to minister 
to the happiness and care of her child would be of real therapeutic value 
to a mother. In my estimation the occupational therapist should direct the 
work in her department so that each patient will be able to pick up his 
thread of life and return to his occupation as a producer, if possible, rather 
than a parasite. 

In conclusion, may I quote from Adrian V..S. Lambert: “It is a great 
thing to care for and heal the sick, but it is no mean task to restore a man 
to health and render him able to play his part in life.” 





Dr. Joseph R. Morrow, chairman of the National Hospital Day 
Committee, requests all hospitals who desire to enter the competition 
for the award for the observance of National Hospital Day to 
forward photographs, newspaper notices, general description of 
activities, and other information either to the headquarters of the 
American Hospital Association, 18 East Division Street, Chicago, 
Illinois, or to him at the Bergen County Hospital, Ridgewood, New 
Jersey. 

All photographs and accompanying material will be exhibited in 
the National Hospital Day booth at the New Orleans convention 
and will be reviewed by the committee on the award at that time. 























SOME ESSENTIAL PHASES OF THE 
HOSPITAL’ 


By Frep S. Ciinton, M.D. 
President, Oklahoma Hospital, Tulsa 


T IS A PLEASURE to acknowledge the honor conferred upon me by election 
I to the presidency of the Midwest Hospital Association. This association, 
comprising at present Missouri, Kansas, and Oklahoma, seeks to improve 
all hospitals in these and adjoining states by annual meetings, where many of 
the great leaders of the hospital world co-operate in an effort to solve the 
various problems. 
Our meetings are different from the usual conventions. We have few long 
papers or addresses; we seek to satisfy the searcher after information by 





The hospital seeks to conserve life and health, the greatest assets 
of the community. The systematic, orderly manner of investigation, 
care, observation, and control of patients aids in the training of 
patients, physicians, nurses, and attendants. The hospital properly 
used renders a4 maximum service at a minimum cost. Authorities 
agree that a hospital in its broader aspect has a fourfold purpose in- 
volving (a) the care and treatment of the patient; (b) educational 
work in training physicians, nurses, and social service workers; (c) 
advancement of medical science through research; and (d) the pre- 
vention of disease through public hygiene and sanitation. It is only 
as the hospital fulfills this fourfold purpose that it meets the full 
community responsibility. 














establishing contact with authorities. Questions of interest to hospital 
administrators may be asked at our round table or other informal discussions. 
This provides an opportunity for everyone to participate and to derive some 
benefit from the meeting. Through such open meetings as this banquet we 
seek to relate this representative organization to the public and to each 
hospital in the great Midwest. 

This is a commercial and mechanical age and every effort is being em- 
ployed by thinking hospital executives in the development of the cultural 
aspects of the professions. 

I wish to discuss briefly some essential phases of the hospital. A hospital 
is a public trust and not a private snap. Men make institutions; institutions 
make men. Correct conduct coins character. Whatever the size and scope 
of the hospital it must have personality. The care of the sick must always 
be a personal service. No machine can supplant the head, the heart, and 
the hand in the practice of medicine and surgery. Unless the conscience 
is educated it is not a safe guide. 

The spirit of Christian service must be diffused throughout the institution. 


1Read before the annual meeting of the Midwest Hospital Association, Tulsa, April 25, 1930 
(Presidential Address) . 
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By example as well as precept executives must cause all employees and 
other personnel to feel that the patient’s interest is paramount to every other 
issue. The properly conducted hospital is the medical and surgical clearing 
house of the community wherein a professional rating may be established. 
The practice of medicine is based upon scientific principles, and the art 
of application calls for the highest moral and intellectual attainments. 

The trained leadership of such organizations as this should be used by 
lay boards and trustees of hospitals throughout this domain. The people 
need, and some actually want, information. When they ask for bread do 
not give them a stone. The demands are becoming so great, since people are 
more hospital-minded, that laymen must be educated to co-operate in the 
responsibility of the care of the ill or injured. They may also aid in reducing 
unnecessary expenses by supplying sympathetic understanding or common 
sense for emotional anxiety. 

You are searching for truth, the discovery of disease, and the treatment 
of the patient. A diagnosis and diplomatic management of the patient 
will rout quackery. 

Osler, forty years ago, taught (1) art of detachment—time to think; (2) 
method in work—system; (3) thoroughness—he was always insistent on 
getting facts, facts. 

The hospital seeks to conserve life and health, the greatest assets of the 
community. The systematic, orderly manner of investigation, care, observa- 
tion, and control of patients aids in the training of patients, physicians, 
nurses, and attendants. The hospital properly used renders a maximum 
service at a minimum cost. Authorities agree that a hospital in its broader 
aspect has a fourfold purpose involving (a) the care and treatment of the 
the patient; (b) educational work in training physicians, nurses, and social 
service workers; (c) advancement of medical science through research; and 
(d) the prevention of disease through public hygiene and sanitation. It is 
only as the hospital fulfills this fourfold purpose that it meets the full 
community responsibility. 

We must build up the aristocracy of mind and morals and not money 
and machines. The love of wealth may pauperize the soul of our professions 
by killing the spirit of work and service to humanity. Men and not ma- 
chines make practitioners of medicine and institutions. Fellowship creates 
an atmosphere for proper scientific spirit. Science is cosmopolitan and the 
search for truth has been the challenge throughout the ages. 

Plato has said that education is a lifelong: endeavor. We know the 
problems of disease are the most difficult of all. No two faces or thumbs are 
the same, so no two persons react precisely alike to any one disease. 

Medicine is not a trade but a profession, so-the heart as well as the head 
must be brought into it and the moral side must guide development and 
control our conduct. 





Children’s Hospital Association convention, New Orleans, October 23. 
Reduced rates on all railroads. 
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Your hospital should encourage and develop the most useful young men 
through Christian medical leadership. The greatest need to-day is this sort 
of man power to govern these great humanitarian service institutions. Add 
the best books, journals, laboratories, etc., but vitalize it all with trained, 
interested men. 

The staff constitutes the professional backbone of the hospital. Staff 
meetings may be made interesting and instructive by brief oral presentation 
of salient features of clinical findings. Patients with rare diseases may be 
presented provided always they are regarded as human beings and not 
merely cases. Seasonal diseases should be studied. Do not kill your meetings 
with long dissertations or highly technical laboratory reports. Present facts 
in plain language. Become as familiar as possible with the healthy and the 
diseased person so you may rely upon the results of your clinical examina- 
tion through the proved methods of history, inspection, palpation, per- 
cussion, auscultation, and measuration and the consideration of the person- 
ality. Use the thermometer, x-ray, laboratory, and other instruments of 
precision as aids or servants and not as masters. Orderly examinations and 
brief records of carefully considered observations will aid in the develop- 
ment of a knowledge of the principles of rational medicine and teach the 
probabilities of disease and the limitations of doctors, thereby strengthening 
their faith in medicine. Collect, classify, and analyze facts, determine the 
relative value of presenting symptoms, interpret the conditions, and treat 
the man as well as the disease. 

Clinical medicine will never die. Orderly medicine has survived since 
Hippocrates in all civilized countries. America is in the vanguard to-day. 
She is adding to knowledge wisdom, and to learning culture. 


The universe operates under laws that are largely unseen and unknown. 
In commerce, in health, in morals, these laws must be recognized. As 
they are known and obeyed, so is our happiness enhanced and our efforts 
attended with ever increasing success. 
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PRESIDENTIAL ADDRESS' 


By J. J. DRUMMOND 


Superintendent, Worrell Hospital 
Rochester, Minnesota 


HE WRITING OF PRESIDENTIAL annual addresses comes under the classifi- 
cation of non-essential industries and having to listen to them surely 
comes under the head of cruel and unusual punishment. In the 
interests of economy and humanity I hereby go on record in favor of their 
abolition. I feel certain that the effect of this present address will be to 
confirm all of you in this opinion. If my surmise proves to be correct I 
shall be grateful and shall have the comfort that comes from a realization 
that my efforts have aot been in vain. Here’s to the day when societies 
will not be afflicted with this verbal scourge, this hemorrhage of poly- 
syllables—the president’s annual address. 


All the work of this association has been done by your worthy secretary, 
Mr. Norby, and by conscientious and hard-working committees. You, your- 
selves, have been the inspiration and the support of this body. The legisla- 
tive committee has had a holiday this year because the legislature has not 
been in session. I am certain that the legislature has enjoyed the holiday 
as much as we have. 

Of outstanding importance to hospital executives and trustees is the report 
of hospital service recently published by The Journal of the American 
Medical Association. One item therein is of vital concern to the hospitals 
in this country. Thirty-five per cent of the hospital beds in the United 
States were vacant during the year 1929. There is either an unwarranted 
construction of new hospitals or the people are becoming healthier. We 
know the latter alternative is not a factor in the vacancy problem. It is 
passing strange that at a time when the hospitals of our country are 35 per 
cent vacant the government is busily constructing additional hospitals of 
such size that within ten years those for whom these institutions are being 
built will be either cured or dead and then these great structures will stand 
as monuments to dead hopes and remain a burden upon the people in the 
form of taxation. I believe it is the experience of everyone connected with 
a reputable general or special hospital that the war veteran would much 
prefer to be hospitalized in a private institution and have the services of 
the doctor of his choice. Surely the government could have entered into 
an agreement with the hospitals of this country at considerably less expense 
than has been incurred in the erection of these new hospitals. I am not 
aware that the American Hospital Association has so much as lifted its little 
finger to prevent this needless construction of hospitals, but I am aware 
that it has always been a cardinal principle of the national political party 
now in power to keep the government out of business that infringes upon 
private enterprise. Why have hospitals been made an exception to this time- 
honored policy ? It is time to call a halt and to call it in tones that will be 


1Read before the annual meeting of the Minnesota Hospital Association, St. Paul, May 23, 1930. 
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heard. It is no secret that the best to be had in medicine is not found in 
federal hospitals. (Of course all of us realize that the present officers of the 
American Hospital Association are not to be held in any way responsible 
for failure to act on this problem at the time action should have been taken.) 

Nervous and mental hospitals, including hospitals for the insane, are 
growing far faster than all other types of hospitals combined. Their bed 
capacity for 1929 was 395,407. If the present rate continues, and there is 
no reason for thinking it will not, by 1934 we will have more than one-half 
million persons in our nervous and mental institutions. This situation most 
seriously challenges the government and the people of the United States. The 
number of patients in nervous and mental hospitals during the year 1929 
was slightly more than half the total number of patients in all other hos- 
pitals. It appears that the American people are going crazy at a great rate. 
Like the weather, something ought to be done about it, but what ? 

The county, of all political units, comes nearest to representing the area 
which a hospital may expect to serve and therefore is the best unit for 
studying the distribution of hospital facilities. 

In the United States there are 3,076 counties, of which 1,794, or 58.3 
per cent, have one or more hospitals within their borders, counting only - 
the hospitals that are available alike to all sick and injured of the com- 
munity. Counties having only hospitals that are restricted to government 
or other limited classes of beneficiaries, such as the state nervous and mental 
hospitals, are not included in the 58.3 per cent. On this basis, 462 counties 
that had no hospitals nine years ago have had hospitals built within their 
borders within that time. There certainly should be very little if any addi- 
tional construction of hospitals for a few years. If more beds are needed 
in a given community the existing institutions, if at all possible, should be 
enlarged or merged with other existing institutions. All our efforts should be 
directed toward this end. 

The relationship of the county medical society and the hospital is very 
close, both ideally and practically, and is a mutually beneficial relationship. 
The object of the medical profession is to care for the sick and injured; the 
object of the hospital is to afford the best place and the best means of caring 
for the sick and injured; hence the two exist for the same purposes and are 
continually finding better ways of accomplishing their mutual object. In 
some places the staff of the hospital exactly coincides with the membership 
of the county medical society. In other hospitals, where the staff is more 
restricted, membership in the county society is still a prerequisite for staff 
membership. The staff meetings of the hospital should never conflict with 
those of the medical society and the same holds true for the meetings of 
the medical society. The medical society meeting is primarily for scientific 
discussions, after the necessary business has been cared for, while the 
logical and true object of the hospital staff meeting is to discuss cases and 
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matters relating to the care of its patients and other problems within the 
hospital. 

Some of the 2,051 county medical societies in the United States might 
well be reminded of their obligation to scientific medicine, as opposed to 
irregularity, cultism, and other forms of incompetence. Where the county 
medical society is weak-kneed in its opposition to irregulars and cults, little 
resistance to those evils can be expected from the hospitals. It is quite 
natural that hospitals look to the county society for guidance in extending 
privileges to local practitioners, in discriminating between the qualified and 
the unfit, and it is only fair that the county medical society should be 
expected to hold high ethical standards and to give its backing and support 
to the hospitals. 

In conclusion, I wish to direct your attention to the powerful though 
silent trend in hospital development which appears in the withdrawal of 
private enterprises from the hospital field along with the increase of county 
and city hospitals and those maintained under independent corporation 
control. For each county or city hospital opened, usually at least one private 
hospital is closed. Improvements in means of transportation undoubtedly 
facilitate consolidation. With such consolidation one larger hospital usually 
replaces two or more smaller institutions, which results in a smaller number 
of hospitals but an increased capacity. 

Let each community solve its problem with but one object in mind and 
keep that object shining brightly all the time—the best interest of the patient. 
His need must always come before our ambition. His condition must 
always dictate our action. 


HOW ONE HOSPITAL BUYS ITS SURGICAL INSTRUMENTS 


An ingenious plan for distributing the cost of surgical instruments among 
the members of the hospital staff has been adopted in one of our prominent 
small hospitals in a western state. The hospital charges the operating 
surgeons $2 for each major operation and $1 for each minor. This is put 
into the surgical instrument and equipment fundand has proved ample for all 
disbursements for this line of supplies which the hospital has made since the 
plan has been in operation. The surgical staff is well pleased with the 
arrangement and the hospital is relieved of the expense of maintaining a full 
line of equipment for the surgical department. This plan has worked so 
successfully that neither the staff nor the hospital would exchange it for any 
other. 
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PRESIDENTIAL ADDRESS' 


By Louis J. Bristow 


Superintendent, Southern Baptist Hospital 
New Orleans 


UR PROBLEMS.are varied, ranging from the employment of a scrub 

woman to that of a skilled pathologist or radiologist; from the 

purchase of safety pins to the selection of sutures for the most 
delicate surgery; and from the feeding of a new born infant to the stowing 
away for the night of some crabbed old grandmother who refuses to be 
separated from her dear child for a single hour. They are vexing, too, 
ranging from the rate of discount to be given to the widow of a retired 
dentist, to the accumulating of cash ‘sufficient to satisfy creditor banks. 
But with all our trials and problems we are happy in our work, conscious 
that we are serving our fellowmen in their hour of anxiety and suffering. 


HOSPITALS AND BEDS 


The latest authentic available figures show that there are sixty-six -regis- 
tered hospitals in Louisiana. Of that number thirty-six are personally 
owned or operated; twelve are operated by religious bodies; thirteen by 
federal, state, or municipal government; three by industrial corporations; 
and two by fraternal orders. There are reported 11,395 beds and 353 bas- 
sinets. Of the beds, however, only 4,141 are open to the public for general 
use in acute curable diseases and accidents; and of these more than two- 
thirds are in the city of New Orleans. 

The following table will set the figures before you so they may be more 
readily grasped: 











Tobe Dads ts tht Oia. 3.. cee 11,395 
For federal soldiers..................-..--- 1,678 
For nervous and mental cases......4,650 
We COON, cient ccninlecinnemesaaid 425 
Brow Gia iii etic 200 
Wisk GCUWUIS dish cicero! 165 
For institutional cases..............------ 86 

7,204 

Leaving for general Wet... ccccicienscniecssees 4,191 

Located in New Orleans.....................- 2,872 

Outside of New Orleans.................... 1,319 


Of the sixty-six hospitals in Louisiana, twenty-two are fully approved by 
the American College of Surgeons, and three are conditionally approved; 
seven are approved for the training of interns by the Council on Medical 





1Read before the Sixth Annual Convention of the Louisiana Hospital Association, New Orleans, 
April 22, 1930. 
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Education and Hospitals of the American Medical Association; and there 
are eighteen approved by the State Board of Nurse Examiners for the 
training of nurses. 

COSTS AND CRITICISMS 


The cost of operating a hospital has become an acute question. A caustic 
criticism made by a distinguished surgeon at a recent meeting of the Amer- 
ican College of Surgeons was the beginning of a barrage of assaults upon 
hospitals because of their charges to patients. The criticism was echoed even 
in this city by the president-elect of the American College of Surgeons in an 
address made before a local luncheon club. The public may be expected to 
make unwarranted criticisms because of a lack of knowledge of the details 
of cost; but one who has had opportunity to learn at first hand should know 
better. Moreover, it ill becomes a man who has developed his profession 
and made his fortune by his practice, and has reached a pinnacle of distinc- 
tion among his fellows, to turn and kick the ladder upon the strength of 
whose rungs he climbed to fortune and to fame. 

I have neither desire nor inclination to enter into a controversy with 
doctors respecting the relative amounts paid by patients to the hospital and 
to the doctor for the same case, nor do I offer any criticism of doctors for 
their professional fees—usually they are legitimate—but it is only fair to 
say that, case for case, the average sum charged by the doctor far exceeds 
that charged by the hospital, though the latter furnishes everything of a 
material nature that enters into the service, and professional intern and 
nursing service besides. Indeed, in my own experience, the fee of the 
anesthetist or the special nurse is frequently greater than the entire hos- 
pital bill. 

Hospital costs are high; and fees charged patients are only commensurate 
with that cost, or below it. None save an experienced hospital executive 
knows the constant calls for the purchase and maintenance of specially 
devised instruments and equipment. I have no need to dwell upon that in 
this report. My plea is for mutual understanding, mutual sympathy, and 
close co-operation between the doctor and the hospital. The latter cannot 
exist without the former; and the former, in this day of complex and ever- 
multiplying demands upon his profession, is helpless without the hospital. 
It is not an uncommon experience to be asked by a patient whether his 
doctor’s fee is not too high and I have always tried to justify the charge, 
even though I felt it was too much. Unhappily, I have not always had 
that reciprocal courtesy, and occasionally a doctor has advised his patient 
that my hospital has charged too much and told him to demand a refund. 
The hospital thus loses the confidence of the patient and a critic is let loose 
upon the community. That condition should not exist. If a doctor thinks 
a charge is too high for the service rendered he should give the hospital an 





American Association of Hospital Social Workers (semi-annual meeting), 
New Orleans, October 20-24. Reduced rates on all railroads. 
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opportunity to correct it upon its own initiative and thus retain the patient's 
confidence. 

No good will come from the criticism indulged in by doctors and hospitals 
against each other. There should be the utmost frankness and fraternity on 
the part of both in the matter of charges. No thoughtful man expects a 
hospital to operate at a loss while he himself, through the use of its facilities 
without payment, succeeds pecuniarily. 


HOSPITAL DAY 


The annual observance of Hospital Day, May 12, approaches; and it is 
hoped every hospital in the state will invite the public to inspect its plant 
and will give its community some salient facts about hospital work. This 
yearly date affords a fine opportunity to give the hospital judicious publicity, 
to acquaint its constituency with some of its problems, and to set before its 
public the scope and volume and value of its service to the people. I urge 
upon you, in whatever way you deem best, to observe the day appropriately. 


MATTERS LEGISLATIVE 

The present Workmen’s Compensation Law, while it has improved the 
chaotic conditions which existed previous to its enactment, has become 
obsolete in some of its provisions and should be amended. It is unsatis- 
factory to the hospitals and the doctors as well as to the insurance com- 
panies. The fixed maximum fee of $250 for any case is absurd, and some of 
the better type insurance companies, recognizing this, exceed it in many 
cases where it is obvious that the law bears with unusual pressure upon 
the doctor and the hospital. This association had a committee to memorial- 
ize the legislature two years ago; but the desired legislation was not passed. 

General accident cases and public liability and the hospital’s relation to 
them are questions we would do well to study, with a view to securing 
appropriate remedial legislation. Every hospital is taxed heavily to bear 
the cost of the care of accident cases occurring on the public highways and 
elsewhere. Hundreds of cases are brought to the hospitals annually, and 
common humanity demands that they be given service even though there is 
no hope that the hospital will ever be paid the actual cost necessary for 
such care. To recite the facts before a body of hospital workers would be 
only to make a supererogatory statement; but to present them to a legisla- 
tive committee would probably issue in helpful and protective laws. The 
accident is to a citizen of the state, and if he be taken to a state hospital 
the expense of his care is borne by the state. However, it frequently 
happens that no state hospital is available, and some private institution is 
made to bear the burden. There is no equity in this; and I believe that the 
proper presentation of the facts to the state legislature would be a good 
thing for hospitals. The state should pay an equitable per diem fee to any 
hospital which cares for such accident cases, comparable to the cost of 
caring for the case in a state charity hospital. Of course there should be, 
and there could be, protective provisions against abuse of this privilege 
either by an individual or by a hospital. 


{ 61} 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


THE NEGRO HOSPITAL 


I direct attention to the campaign now in progress for the erection of a 
new hospital for Negroes in New Orleans, to be under the administrative 
direction of two strong religious groups. This city has only to contribute 
$250,000 to secure a $2,000,000 enterprise which has as its fundamental 
principle better health conditions for the Negroes. Too little attention has 
been given to the health of our Negro population. The work done by such 
hospitals as Flint-Goodridge is commendable in the highest degree, and I 
rejoice to see a sincere effort being made to enlarge the scope of its activities. 
The health of every community is paramount in its social and economic 
structure, and no stratum of the population may be neglected with impunity. 
Disease is no respecter of persons or races; and that element of the people 
which is least able and least inclined to care for itself should be looked 
after by those who know better and are able to do so. 


THE AMERICAN HOSPITAL ASSOCIATION 


Louisiana and the South are to be honored this year by the American 
Hospital Association meeting in New Orleans in October. This association 
appointed a committee last year to invite the Association to meet in New 
Orleans, and right well it did its work. The American Hospital Association 
brings together the greatest number of trained hospital workers that 
assembles on earth. The exhibits include every kind and type of hospital 
equipment; and executives may learn more in a day spent among the 
exhibits than in a month spent among books. 

The New Orleans Hospital Council has been appointed a committee on 
arrangements for the meeting of the American Hospital Association, and 
upon its request I have appointed two members of this body to serve with 
them, namely, Dr. E. L. Sanderson and Dr. Clarence L. Pierson. 


RECOMMENDATIONS 


I make two recommendations: 

1. That a legislative committee be appointed by the incoming president, 
of which he shall be ex-officio chairman, whose duty it shall be to act for 
and in the name of this association in all proposed legislation affecting hos- 
pitals; and to make recommendations for such legislation as it may deem 
necessary to the best interest of hospitals. 

2. That this association shall give hearty endorsement to the effort now 
being made in New Orleans to raise by popular subscription the sum of 
$250,000 for the erection of a new Negro hospital. 
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A STATISTICAL ANALYSIS OF 2,717 
HOSPITALS 


INCLUDING 1,159 INSTITUTIONAL MEMBERS OF THE 
AMERICAN HOSPITAL ASSOCIATION 


URING THE PAST YEAR the average receipts per patient in more than 
D 2,500 hospitals were only $59.26 per patient, the percentage of 

occupancy of these institution dropped from 71.28 per cent to 64.12 
per cent, and the average cost per patient day for these hospitals which 
include all clinical types and control classifications was $3.65. It is believed 
that the drop in occupancy reflects the general business conditions, since the 
average income received from patients and the average disbursements of the 
hospitals also decreased sharply. These and other interesting data are disclosed 
by the annual reports made to the American Hospital Association. 

This year the survey is based on reports submitted by 1,159 institutional 
members of the Association, and by 1,558 non-members, a total of 2,717 hos 
pitals. However, some of the reports were incomplete, and the information 
given in the survey covers more than 2,500 hospitals in the United States 
and Canada. The statistics this year are tabulated by states, to facilitate 
comparisons. The picture thus presented is blurred somewhat because cus- 
todial institutions such as hospitals for nervous and mental diseases, tuber- 
culosis, and other chronic diseases are grouped together with general hos- 
pitals, which usually treat only acute diseases. 


Data developed this year fall into five natural groups, and are therefore 
presented in five different tables, as follows. 


Table 1.—Clinical Classification 
Table 2.—Control Classification 


Table 3.—Bed Capacities 
Table 4.—Administrative Averages 
Table 5.—Méiscellaneous Totals 


Clinical classifications include general, tuberculosis, eye, ear, nose, and 
throat, nervous and mental, children’s, orthopedic, and maternity hospitals. 
Control classifications include private, municipal, state, county, and denom- 
inational hospitals. Bed capacities of the institutions are divided into 
private, semi-private, and ward facilities; the number of bassinets, the total 
number of beds, and the average bed capacity per hospital in each state are 
also shown. Administrative averages cover a number of items important to 
hospital executives in the management of their institutions: average number 
of patients, average percentage of occupancy, average duration of stay, average 
cost per patient day, average income from patients, average disbursements, 
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TABLE 1—CLINICAL CLASSIFICATION | 
E.E.N.T. N.& 
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The Caribbean cruise arranged in connection with the Association con- 


vention will be a wonderful vacation. 
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average deficit, and average receipts per patient. Miscellaneous totals 
include such items as the total number of employees, total number of children’s 
beds, number of autopsies performed, number of interns in training, and 
number of schools of nursing operated. 


It should be understood that the hospitals included in this study are rep- 
resentative of the entire field. The total number of hospitals for each state, 
as well as for each clinical or control classification shown in the tables, is 
in proportion to the actual total of all institutions. For example, the ‘greatest 
number of hospitals is located in six of the more populous states: California, 
Illinois, Massachusetts, New York, Ohio, and Pennsylvania. Comparison of 
the statistics in Table 1 with those contained in the annual census of the 
American Medical Association substantiates this statement. With a few 
possible exceptions, the proportion holds good for all other states as well. 


Hospital administrators are aware that general hospitals for the treatment 
of acute diseases constitute the largest class of hospitals. A glance at Table 1 
shows the distribution. Out of a total of 2,407 classified institutions, 1,996, 
or 83 per cent, are general hospitals; 211, or 9 per cent, are tuberculosis 
hospitals; 23, or 8/10 of 1 per cent, are hospitals for eye, ear, nose, and 
throat diseases; 123, or 5 per cent, are hospitals for nervous and mental 
diseases; thirty-six, or 1.3 per cent, are children’s hospitals; eighteen, or 6/10 
of 1 per cent, are orthopedic hospitals; and nine, or 3/10 of 1 per cent, are 
maternity hospitals. It should be remembered that although the 123 hos 
pitals for nervous and mental diseases comprise only 5 per cent of the total 
number of institutions, they contain a larger proportion of beds, Most of 
these hospitals are large custodial institutions operated by state governments, 
and are fully occupied most of the time. 


Control classifications are shown in Table 2 for a total of 2,535 hospitals. 
Of these, 1,513, or 60 per cent, are private; 261, or 10 per cent, are muni- 
cipal; 230, or 9 per cent, are state; 194, or 8 per cent, are county; and 337, 
or 13 per cent, are denominational. It is interesting to note that the propor- 
tion in each of these control classifications is the same in each state as is 
the total number of hospitals. The single exception is the case of denomina- 
tional hospitals in Illinois. There apparently are more denominational hos- 
pitals in Illinois than in New York, although in every other class New York 
has the greatest number of hospitals. However, the difference is only three 
in favor of Illinois, and without a complete census of all institutions, it would 
be unwise to draw a final conclusion on this point. 


Bed capacities are shown in Table 3. Analysis of this table should be 
made only with the recollection of the fact that a considerable number of 
hospitals did not show the break-down of their bed capacity, but returned 
only the total number of beds. Of the 500,025 beds reported, 226,674 were 
not classified. Of the 273,351 beds classified, 71,434, or 26.12 per cent, 
were in private rooms; 35,761, or 13.08 per cent, were in semi-private 
rooms; and 166,156, or 60.80 per cent, were in wards. These figures are 
interesting because they show to a large degree the extent to which accom- 
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TABLE 2—CONTROL CLASSIFICATION 
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The exhibitors will greet you with a smile at New Orleans. 
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modations for patients of moderate means are now provided in our institu- 
tions. However, the proportions shown here should not be regarded as 
final for a number of reasons. We do not know how the 226,674 .nclas- 
sified beds are divided as between these three groups. Perhaps it is impossible 
for the administrators to give a definite distribution for these beds. Some 
of them, at least,-use certain beds either as private or semi-private accom- 
modations depending upon local conditions and the demands of patients. 
Others may use certain beds either as open ward accommodations, accom- 
modations in ward cubicles, or semi-private room accommodations. ‘These 
and other factors influence the final validity of the percentages shown here. 


It is apparent that the average bed capacity of all kinds of hospitals is 
greater than the average bed capacity of general hospitals alone. This is 
true because of the comparatively large size of the state hospitals for nervous 
and mental diseases—also of other large custodial institutions. For this reason 
the average of 157 is a little high for general hospitals. The District of 
Columbia shows an average bed capacity of five hundred beds, probably 
because it contains such large institutions as St. Elizabeth’s and. Walter 
Reed hospitals. If we except this district, New York, with an average bed 
capacity of 358, and Illinois, with an average bed capacity of 316, show the 
influence upon size of hospitals of such huge concentrations of population 
as appear in Manhattan and Chicago areas. 


Administrative averages listed in Table 4 summarize the material which 
is possibly of the greatest interest to hospital superintendents. As would be 
expected, considerable variance is shown as between the individual states, 
in regard to each of the eight significant items tabulated. Interesting as 
these data are, too much importance should not be attached to them. It should 
be remembered that for each item and for each state the picture is only a 
general one. Comparisons cannot be made with the accuracy that would be 
possible if these figures related only to a single homogeneous group of 
institutions (general hospitals, for example). Even then, allowances would 
have to be made for individual differences among the institutions, as every 
experienced executive knows. 

Consider, for example, the item of patient day costs, that old yard-stick 
of institutional management. It has been well said that patient day costs mean 
nothing without a thorough understanding of the service rendered through 
the factors which make up that cost. A number of important variables such 
as percentage of free work, number of interns trained, proportion of surg- 
ical and medical work performed, use of a selective menu, and percentage of 
occupancy (to name only a few) affect the cost per patient day. In view 
of these facts, the data in Table 4 must be considered as general averages 
which give only a general picture. 

For convenience in comparison, statistics for eight of these items have 
been listed below, as well as the corresponding figures for the same eight 
items, which were published in 1929: 
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Item 1929 1930 
IIE NS oo cas 1,440 1,831 
Average percentage of occupancy ........ 71.28% 64.12 % 
Average duration of stay —.................. 55.83 days 20.94 days 
Average cost per patient day ................ $ 5.30 . $ 3.65 
Average income from patients .............. 208,534.25 105,812.22 
Average disbursements......................--.--- 243,359.50 131,288.24 
OI er i ctemtapecaciens 36,825.75 25,618.08 
Average receipts per patient ................ 236.12 59.26 


Primary in importance in this list is the drop in occupancy from 71.28 per 
cent to 64.12 per cent. This decrease is especially significant when it 
is considered in connection with the decreases in average income from 
patients, average disbursements, average deficit, and average receipts per 
patient. 

Certain objections to this comparison may properly be raised. The first 
column is based on reports of about 775 hospitals, of which 676 are general 
hospitals. On the other hand, the second column is based on reports of 
some 2,500 hospitals, of which nearly two thousand are general hospitals. 
It is possible that the greater number of institutions has lowered the general 
average. Moreover, a slight difference in compilation affects the item of 
income. The first income average was figured on the assumption that all 
tax-supported hospitals received as income as much as they paid out; the 
second income average is based only on income actually paid by patients to 
hospitals. This same difference affects the average receipts per patient also, 
and to a marked degree. 

However, after all due allowances have been made for differences in 
compilation of the figures, and for any probable error of statistical cal- 
culation, the inescapable conclusion remains that the hospitals have suffered 
a distinct shrinkage in their patronage, as reflected by such significant ratios 
of management as percentage of occupancy, average income from patients, 
average disbursements, and even the average deficit. One might expect 
that in times of financial distress and business depression the demands for 
free work would increase the average deficit of hospitals, but this does not 
seem to be the case. 

Averages of marked administrative importance are the duration of stay 
of patients and the average bill per patient. A reference to the tables will 
show clearly the variance in different states of these two averages. Georgia 
has the shortest average duration of stay of patients for the reporting hospitals, 
while Virginia has the longest average duration of stay. Georgia has also 
a very low percentage of occupancy, while Virginia has a very high per- 
centage of occupancy. There is undoubtedly some correlation between these 
sets of ratios; probably both of them are dependent upon a third important 
factor: differences in standards of living and the economic capacity of patients 
to pay for hospital service. Georgia also has the lowest average receipts 
per patient—$13.10, while the highest average, which includes only five 
reporting hospitals, was in the state of Nevada, where the average is $167.15. 
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TABLE 3—BED CAPACITIES 
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ee a oo ae 752 246 806 213 4,060 116 
RI ee a 575 220 746 237 3,493 116 
Pennsylvania ......2...... 5 ince 3,404 23,541 3,010 47,690 238 
Rhode. Tsland ....:............... 308 200 1,159 178 2,722 209 
South Carolina ...........<-:... 425 151 499 129 1,317 69 
South Dakota «..........:::..:.-. 391 224 654 103 3.182 159 
PINMCRMINO 13o5 ok sn ecceesakerect 1,342 266 739 265 5,501 162 
go pe eS ee ee nt 2,591 544 3,212 563 14,711 155 
EEE ata ete 402 209 475 166 1,228 94 
gS SEG pt eet 259 102 379 109 931 58 
bp TS ee ote 1,534 288 2.404 197 6,548 168 
Washineton: ........-.:....<.... 892 449 1.8'70 381 3,933 96 
West Virginia ................ . Sa 165 1,250 177 3.188 145 
NWN INN ce scocundonaeecneceee 2,424 1,337 LI2 805 10,755 130 
iy ae en a 174 31 88 45 383 43 








Totals 71,434 35,761 166,156 28,896 500,025 *157 
*Indicates average bed capacity 

Number of Beds Not Classified, 226,674 

Total Number of Classified Beds, 273,351 





The commercial exhibits will be unsurpassed. The educational exhibits 
will have some unusual features at this convention. 
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TABLE 4—ADMINISTRATIVE AVERAGES 


Average Average 
Percent Aver- Income Average Receipts 

Average of age Average from Disburse- Average per 
State Patients Occup. Stay Cost Patients ments Deficit Patients 
Cenems: 0226 3,974 75 21.6 $2.56 $202,000 $236,000 $ 34,000 $ 44.00 
Alabama ......... 1,730. 99. 33 3.50 41,284 63,250 21,966 27.00 
Asiwona ......6< 695 34 188 6.90 62,132 75,375 13,244 69.50 
Arkansas ........ 933 27 7.4 5.19 43,894 50,406 6,512 47.00 
California ...... 2,840. 59 19.8 3.65 187,500 298,500 111,000 66.00 
Colorado ........ 1,400 82 28.1 6.36 115,017 157,000 41,983 88.35 
Connecticut ....2,425 33 13.3 y ev? 179,300 219,273 39,973 74.00 
Delaware ........ 1,410 62 14.2 4.80 81,594 96,676 15,081 57.80 
a i Gees 6,044 75 25.5 2.89 462,173 445,112 * 10,060 70.50 
lt | ee 1,400 81 46.7 1.94 135,000 160,700 25,700 69.60 
Georgia .......... 6,060 40 2.8 5.08 79,400 105,000 24,600 13.10 
LS ea 942 40 10.9 4.95 48,374 50,994 2,620 51.30 
BIMNIONB: -scsiicncecce 3,047 50 189 52 88,685 107,500 18,817 18.75 
BAGIBOE ...:0scac fia , 210 29.2 2.65 101,700 131,900 30,200 57.40 
NED. cing. ences 96° 1}: 22 3.54 82,800 92,800 10,000 69.60 
eee i387" $7 1257 3.89 58,800 73,700 14,900 49.50 
Kentucky eit 1-308 31. .17,4 2.99 49,450 68,150 18,700 37.75 
Louisiana ...... 4,330 74 12.9 3.08 166,000 173,000 7,000 38.30 
ARIE. <osiccerases 1,078 84 32.9 1.88 66,800 117,000 50,200 62.00 
Maryland ...... 2310: °83 28.7 4.28 246,000 285,000 39,000 106.59 
Massachusetts 1,857 61 24.5 4.59 114,600 209,700 95,100 61.70 
Michigan ...... 2,340 89 27.6 3.70 189,200 240,000 50,800 80.80 
Minnesota ....2,110 70 15.1 4.20 99,000 134,000 35,000 46.90 
Mississippi ....1,290 58 S.F 2.66 30,500 29,750 750 23.63 
Missouri ........ 2,090 70 19.5 3.90 132,600 158,800 26,200 63.40 
Montana ........ 1,067 66 9.9 2.66 32,700 28,200 * 4,500 36.63 
Nebraska ........ 876 26 17.9 6.06 81,650 94,900 13,250 93.20 
Nevada .......-.. 158 94 28 46,258 47,846 1,588 167.15 
New Hampshire 956 34 15.3 42,400 50,900 15,500 44.30 
New Jersey ....2,800 83 28.1 210,600 279,000 68,400 TAS 
New Mexico 343 55 38.2 30,100 36,600 6.500 87.80 
New York ...... 386s:- 54 - 229 204,400 332,200 107,800 64.60 
N. Carolina ....1,212 86 39.1 77,000 81,980 4,980 63.50 
N: Dakota ...... 1,056 77 14.3 53,000 48,000 * 5,000 50.25 
oS eee Seen 2.150 :..-7S :25,4 127,000 174,000 47,000 59.20 
Oklahoma ...... 24) --39: 13.2 63.750 68.500 4,750 51.20 
IVERGN:  ...<...-. 1,454 96 28 107,900 106,800 * 1,100 74.10 


159,900 215,000 55,100 64.40 
130.900 245.100 114.200 67.60 
63,400 68.600 5.200 e715 
37.800 77,500 39.700 37.40 
97.600 109.700 12.100 50.10 


Pennsylvania 2.483 70 
Rhode Island 1.935 90 
S. Carolina ....1.108 83 
S: Dakota ...... 1.009 47 
Tennessee ...... 1.946 45 


ee NK Wr 
DR WA rE 
—OnDOnNwW 

SNR KP HWWERNWYHW NF WCwOHR AM WWD 


CPROOHOWRADAANWVTSOYINDOORAD 





fg ees Bet. 47 70.900 95,000 24.100 - 39.10 
REE co cossotsude ZO32Z 95 119.700 124.400 4,700 59.00 
Vermont ........ 1.025 69 14.2 51.000 51.200 200 49.70 
Virginia ........ 1.263 90 49 88.100 92.600 4.500 69.70 
Washington ....1.480 66 15.7 79.400 97.500 18.100 53.60 
W. Virginia....1.956 50 13.5 114.200 124.800 10.600 58.50 
Wisconsin ...... 945, ‘2 :20 100.600 113.600 13.000 52.00 
Wyoming ...... G21. 47-42 30,550 28.900 * 1.650 49.20 
Averages.......... 1,831 64.12 20.94 days 
3.65 $105,812.22 
$131,288.24 
$25,616.08 
$59.26 


*Indicates average surplus, not average deficit. 





New Orleans in October is like the month of May in the North. 
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A STATISTICAL ANALYSIS OF 2,717 HOSPITALS 


TABLE 5—MISCELLANEOUS TOTALS 











Total No. 

Hospitals 
Total No. Total with 

Total No. Children’s No. of Total No. Schools 

State Employees Beds Autopsies Interns of Nursing 
nO shee eh ee oe 6,302 1,109 1,065 221 27 
eee aD eae 1,156 297 196 32 15 
Py i aaa me Bee 456 132 27 5 3 
anne atime 2 Se Eo 574 87 38 9 8 
ee ee 14,985 1,870 4,524 390 42 
ee eee eee 2,808 407 518 71 17 
CGIUCICUE © 5. o5iscen-ogsccaess000e2 5,813 1,011 936 113 26 
eee Pe ea ne eae 452 66 54 10 5 
By. Of Comubik....... 2.5. 3,076 297 827 97 19 
ARI 2 orn Pe cd ak 1,795 282 291 21 14 
oy | a em SO 2,076 539 659 86 24 
LP 2) EE RE eee emer 488 78 +2 1 8 
UII oe oe ah oi 15,798 2,283 3,438 243 79 
ge en ee men ee ae 4,807 866 734 93 27 
OE Ee eae ee Re 22 4,870 697 451 87 37 
[OS ee ot ra Pe 2,108 275 472 35 29 
| ET | en eee ore 2227 558 446 48 19 
a eee ee a 1,694 375 822 131 14 
SS REN SIC eS een oF 1,508 268 144 16 19 
LOE EY glee ae Ree eee ers 3,045 552 840 194 18 
Massachusetts  ........--.--------- 12,253 1,919 1,773 252 80 
nema 2 os 10,546 1,533 1,662 291 38 
mat oh ee hk 7,228 1,090 2,099 149 44 
NWASISSID DE 20 cso cacnewcecescecsies 444 188 28 13 13 
a a pes eee coe 5,280 1,475 1,079 228 33 
OS es eee ee 442 72 92 3 g 
BSS 1 eee eee ee ene 1,269 486 131 19 10 
) Oe eres 77 20 Zi eee TP ee : 
New Hampshire ................ 1,391 261 93 6 20 
pa ee eee 9,231 2,203 2,102 239 41 
RS gn (os 144 147 9 21 1 
UNO. WORE hs ae: dee 45,907 7,358 10,112 1.221 129 
North Carolina .................. 1,930 589 199 35 31 
North Dakota ................... 646 199 15 5 10 
1, OE At NE, SAR a 13,373 2,493 3,382 267 71 
0 | i Re re 1,440 476 153 27 12 
IIS es le os et 1.369 333 493 27 g 
ge i, oe a ee 24.873 5,959 5,496 664 143 
J 22or  e 1,746 315 452 28 5 
South Carolina. .......-........-- 749 234 241 31 11 
South: Dakota ....:2.....)-. 866 158 42 1 9 
g CE ee eee. 2.297 297 328 63 19 
2S a eee Pe 5,242 942 900 109 44 
Ll) Ee Raa ae heer 633 249 121 13 5 
Be er 583 66 67 15 9 
Li) RE Ne eee ee 1.950 464 318 63 24 
Washineten -....<:-2:..<<-<-0nccss 1.889 489 720 50 13 
MCE a i: a re 1.232 373 261 22 18 
NPORCUNIAMIN® 9.5 )ccttodscuccccateess 4,744 772 681 102 27 
Ls | Cece ee 162 30 a 3 
Totals 235,969 43,239 49,648 5,858 i.3t7 





The round table and section programs have never been better than they 
will be at this year’s convention. 
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Certain miscellaneous totals compiled in this survey remain for considera- 
tion. The total number of employees as shown in Column 1 of Table § 
should not be regarded as the total number in the 2,500-odd hospitals re- 
porting, because some of these reports did not give the number of their 
employees. The same is true of other items. In view of this fact, it should 
be a matter of pride that the number of beds available for children reaches 
the satisfying total of 43,239. To this number should be added a large but 
indefinite number which may be used for the treatment of patients who are 
children, when the beds are not needed for some other purpose—in other 
words these beds are used for any purpose for which they may be needed. The 
number of autopsies performed—nearly fifty thousand—is encouraging. The 
total number of interns, 5,858, is nearly as great as the total number listed in 
the census of the American Medical Association covering all hospitals, and 
shows clearly that the institutions participating in the American Hospital 
Association survey have taken the lead in the education of physicians during 
their fifth year. The same general conclusion with respect to the education of 
nurses may be drawn from the total number of schools of nursing—1,317. 

Although hospitals are comparatively stable in their patronage and service, 
under satisfactory economic conditions, this study indicates that they do reflect 
current business depressions. More definite and authoritative conclusions 
can be drawn on this point when the data for another year are available 
and the extent of the recovery as disclosed by hospital administrative aver- 
ages may be shown. 


The wise man knows that he does 
not know it all, but he knows 
where to get what he does not know. 
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DUKE UNIVERSITY SCHOOL OF NURSING 


By Brsste BAKER, R.N. 


Director of Nursing, Duke University 
Durham, North Carolina 


NE OF THE SOUNDEST PLANS for the operation of a school of nursing in 

connection with a university has been carefully studied and outlined 

by the authorities of Duke University. It is the purpose of this 
university to afford young women an opportunity to secure academic as 
well as professional education under a well thought out system of instruction 
that offers unusual advantages to the student nurse. 

The establishment of a university school of nursing through the co-opera- 
tion of the university school of medicine and the hospital will meet a great 
need. It will raise the standard of nursing by the selection of pupil nurses 
upon the same basis as that on which the other women students of Duke 
University are selected; by providing for them the same housing, recreational, 
and educational advantages upon the campus of the co-ordinate college for 
women; and by the use of ward maids to reduce the laborious part of 
nursing training so that the professional care of patients can be increased 
during the three years of the basic nursing curriculum which leads to a 
diploma in nursing. 

The Duke University school of nursing will be an integral part of the 
university and the basis for selection will be: intelligence, character, and 
an acceptable high school certificate. The student nurse will be a university 
student and will receive laboratory and class room instructions. Her training 
will be similar in character to that of the medical student, in that she will 
be gaining practical experience in the care of patients. 

Duke University will grant the degree of Bachelor of Science to women 
who have completed successfully two years of college work (sixty semester 
hours) in Duke University or an acceptable college or university in addition 
to the three-year course leading to the diploma of graduate nurse in the Duke 
University school of nursing. The sixty semester hours of college work can 
be completed either before or after the three-year course in the school of 
nursing, but not during it. 

The plan of the school is to prepare young women to meet community 
needs. These needs are interpreted to mean nurses who are prepared for 
administration and teaching in the various types of hospitals and public 
health work, for nursing care of the sick, and for the teaching of health in 
homes and hospitals of the community. 

Present tentative plans provide for four groups: the three year course, 
leading to the diploma in nursing; the five year course, leading to the diploma 
in nursing and the B.S. degree; the affiliated student from accredited schools; 
and postgraduate work in the major nursing subjects. 

Clinical material will be available in the new Duke Hospital of four 
hundred beds and in the out-patient department, which is on the university 
campus. The services will include medicine, surgery, pediatrics, gynecology, 
obstetrics, and dispensary service. 
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Future plans include the development of courses which will meet modern 
needs in nursing, such as teaching, supervision, administration, and public 
health nursing. These, however, will not be offered until the medical 
school, hospital, nursing school, public health, and social service departments 
are well organized and can provide adequate facilities for teaching. 

The first class will be admitted January 2, 1931. There will be a tuition 


fee of $100 per year. 





A MopeEL Warp IN A LIvERPOOL HosPITAL 


Showing the advantages of natural air drainage, satisfactory lighting, and 
other arrangements of an open ward. 





Enjoy a week of profit and pleasure at the New Orleans convention, 
October 20-24. 
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WAYS OF PROPERLY REDUCING 
HOSPITAL SUPPLY COSTS' 


By JoHN C. DINSMORE 
Superintendent, University of Chicago Clinics 


“properly” because there have been of late so many experiments looking 

toward the reduction of supply costs that almost inevitably there have 
been advanced some schemes which have been subject to just criticism. 
In my thinking, any plan for properly reducing supply costs for hospitals 
or for any other group of buying units must take into account not only the 
reduction of the unit price but the reduction of the cost of the unit of 
service rendered by the commodity, as well as the fair treatment of the 
vendors. Such a plan must perhaps blaze new trails, but all these trails, 
both old and new, must be clean and subject to the most careful inspection 
and scrutiny. Moreover, in order to be of the greatest service to the com- 
munity, any such plan must eventually gain the sympathetic co-operation 
of the vendors. . 

It is therefore of prime importance that emphasis be laid upon the reduc- 
tion of unit costs through the development of new information, the more 
scientific selection of materials, and the more diligent seeking out of the 
best sources of supply rather than through any attempt to force down 
present prices on present commodities from present vendors. This sort of 
program rigorously carried out will, I believe, not only fail to antagonize 
vendors but will merit and win the unqualified support of the community. 

Any plan for reducing the present too high cost of hospital supplies must 
rest upon one of the following assumptions: 

1. That hospital vendors as a class are making too much money. 

2. That they are inefficient. 

3. That they are subject to a distribution system that is unduly costly 
and might, with proper co-operation of the buyers, be made less expensive. 

4. That there is room for improvement in the technique of selecting 
materials and sources of supply. 

Anyone who is familiar with the published financial reports of the larger 
companies dealing in hospital supplies knows that there is no indication of 
excessive net profits. Those of us who are familiar with the mode of living 

of the heads of the smaller hospital supply houses are able to form a fairly 
accurate idea as to the amount of money they are making. It is, I believe, 
safe to assume that the net profits enjoyed by the rank and file of hospital 
vendors are not excessive. 

It may well be that there are many hospital vendors who are inefficient 
and who consequently dissipate fhe gross income from their business in 
wasteful methods. The same statement could no doubt be made about many 
vendors in almost any line of business. 


I N THE SUBJECT of this brief paper I have purposely inserted the word 





1Read before the annual meeting of the Minnesota Hospital Asscciation, St. Paul, May 23, 1930. 
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A careful analysis of the hospital supply business will convince any 
unbiased student that this particular business is burdened with a distribution 
system that is unduly costly, that with the proper co-operation between 
vendors and buyers it might be made less expensive, and that this net saving 
might be shared by both buyer and seller. This paper is concerned primarily 
with the modus operandi of this buyer-seller co-operation. 

In the marketing of many items used by hospitals the cost of production 
bears little relationship to the final selling price. In marketing the whole 
line of supplies the vendors have to render so much service and the sales 
cost is so high that they feel justified in taking a long profit wherever it 
may be found. The buyers in turn are frequently so busy that they have 
little time to analyze the cost factors in the many items they buy. In fact 
their individual purchases are ordinarily not large enough to warrant 
spending enough time on these items to enable them to buy at a price that 
is in line with the cost of production. Under the individual purchase 
system we find many items sold at margins that are entirely too low and 
many other items sold at prices that are inordinately high. The vendor finds 
himself in a position where all or much of the excess profit he makes on a 
few items is consumed by excess service and high sales costs on the whole 
line. He knows that many items selected by the hospital administrators 
are not those which are best suited to their needs but he is and must be 
primarily interested in sales. 

In view of the above it is evident that any attempt on the part of hospital 
buyers to reduce unit costs must be accompanied by a plan to take an 
active part in buying—actually to buy instead of being sold—and that any 
attempt to reduce unit costs must be accompanied by a plan to reduce the 
sales and service costs of the vendors, as well as to select more scientifically 
both commodity and vendor. Any plan to buy for less must therefore 
be accompanied by a plan for actually delivering orders. The volume of orders 
placed must bear a definite relationship not only to the terms offered by 
the vendors but to the final net unit cost. Necessarily any such plan must 
be built up on a system of cumulative discounts based upon the whole 
purchases of the co-operating group. 

The mechanism for properly reducing the present too high cost of hos- 
pital supplies might be set up about as follows: 

1. The initial unit to work with should be a single city such as St. Paul 
or Minneapolis. 

2. The co-operating units within that city should at first be limited 
to not more than ten institutions. 

3. Each of the ten institutions should be asked to contribute an initial 
$500, to be used as a revolving fund to guarantee the prompt payment 
of bills. 

4. A committee made up of one representative of each institution should 
be asked to meet once each week for the first few weeks and semi-monthly 
thereafter. 

5. This committee of the whole should then be broken up into several 
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sub-committees, each committee exhaustively to study first a single item 
and later a single group of allied items. 

6. It is of prime importance that all the possibilities of a single item be 
exhausted and that purchase arrangements covering that item be completed 
before going on to the next item. 

It would seem logical to have a committee on teas, coffees, spices, and 
extracts; one on canned goods; one on surgical dressings and surgical 
instruments; one on housekeeping and janitor supplies; one on furniture 
and furnishings; one on chemicals and laboratory apparatus; one on silver 
and glass; another on linens; and so on down the list. In selecting the 
committee on teas, coffees, spices, and extracts I should endeavor to get 
three men who were the best students of buying practices and the most 
enthusiastic about the whole plan. 

The duty of this committee would be to assemble complete and com- 
prehensive data concerning the quantity and quality of and the prices paid 
for the one item, like coffee, not only for the members of the group but 
for every institution in the city, as nearly as this could be determined. This 
committee should secure samples, prices, and quantity data, should endeavor 
through sampling and blind tests to determine the best possible value in 
that particular item that had been secured by any institution in town, and 
should then make sure that this best value could not still further be im- 
proved. These recommendations should also include the form, packaging, 
and the frequency of delivery for each member institution. It is quite 
possible that the committee might want to go still further and collect data 
from other cities. After this committee had completed its studies it would 
be in a position to recommend to all the members of the group the purchase 
of a certain specific grade, or grades, of coffees. With their large buying 
power they could buy from first hands and could make worth while savings. 
The largest savings are always a result not of forcing prices down but rather 
of more scientific selection of both the item and the vendor. 

Previous experiences lead me to believe that if this whole group never 
went any farther than really to get to the bottom of the coffee business as 
it affects hospitals, even though they did not enter into the group purchase, 
the saving effected would be more than enough to pay a handsome return on 
the investment of time and money. The procedure followed in the purchase 
of coffee should be followed also for teas, spices, and extracts. 

After the committee on tea, coffee, spices, and extracts has completed its 
study of each item, I would recommend that its findings be laid before the 
whole membership. Each member should then vote either to accept or to 
reject the findings of the special committee. Every member who voted to 
accept the findings of the committee would thereby bind himself to place 
all his orders in accordance with the committee’s recommendations for the 
length of the contract. In the beginning, at least, it is suggested that no 
contract be made for more than three months. 

I feel very strongly that the mere act of centering the attention of a 
group of hospital buyers upon one single item at a time is bound to result 
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in better purchasing of that item. If, however, this study should be coupled 
with the submission of contract offers and the placing of firm orders for a 
given lengh of time, this would bring a still further and rather handsome 
return. Permit me to insist, however, that the maximum value may be 
secured from group buying only where committee action is coupled with the 
ability and readiness of the whole group to place firm orders. Permit me 
also to emphasize the fact that in order to get the largest return upon this 
study and these potential purchase contracts, the orders must be placed not 
in the name of the individual members but in the name of the organization, 
and that this organization must pay the vendors promptly and must in turn 
look to the individual members for their money. For this purpose the $500 
revolving fund was suggested. 

The above is very briefly a plan which gathers up all that is good and 
none that is evil in the many co-operative buying plans with which I have been 
associated and which I have studied in the last ten years. It has all the 
advantages of the plans followed by the Institute of American Meat Packers 
and the Educational Buyers’ Association and none of their inherent handicaps. 
There is, however, another phase of the hospital supply problem that should 
be given careful consideration. 

The attention of the American Hospital Association has repeatedly been 
called to the necessity of establishing a forward looking, impartial research 
department to serve the whole hospital field. There is no bit of hospital 
procedure that could not be done better at less cost. There are few hospital 
supply items that could not be used more efficiently. There is, undoubtedly, 
a considerable degree of unevenness in performance and in costs between 
hospitals. In many divisions of the hospital field that item which is poor or 
second best is frequently selected because of the lack of accurate, authorita- 
tive information as to the relative values of the many items offered for sale. 

I believe that the American Hospital Association owes it to its members 
to take at once the first steps looking toward the establishment of a fearless, 
independent testing and research department separately financed. We have 
talked about the need for this service for a long time and the time has 
arrived, I believe, when something should be done. Let us make sure either 
that we select the best materials from the best sources and use them most 
economically or that at least there is some standard toward which we may 
work as a group. 

Every hospital administrator is confronted with the problem of pleasing 
his constituents, who frequently demand that business be placed with firms 
who contribute to the hospital. This problem is particularly acute in the 
smaller communities. The one best method I know of solving this problem 
is to convince the disgruntled vendors that you are able best to serve the com- 
munity as a whole and them in particular by placing the business elsewhere. 
This is a difficult and sometimes a very delicate matter to handle. 

One of the most skillful of buyers in the small college field who was 
harassed by a single local dealer made this dealer his friend and ally by 
pooling the college orders with those of the dealer, to their mutual advantage. 
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In the last analysis the problem of the hospital administrator in the city and 
in the village is to conserve all the values in the situation and so with one 
hand to secure low prices for reliable merchandise and at the same time 
hold hard to the friendly local support with the other hand. 

Throughout this whole discussion I urge that you bear in mind the fact 
that the sole objective is to build a convenient stile over the present Chinese 
wall of too high-distribution costs that now separates the hungry market 
from the accumulated stores of merchandise which are eagerly seeking an 
outlet, and to set up a mechanism for the more scientific selection of 
commodities and vendors. 

I urge that we bear in mind the fact that present hospitalization costs are 
too high, that we are being criticized for these too high costs, and that 
in the last analysis the men and women who read this paper represent the 
control mechanism of these costs for the nation. 


One weakly, poorly conducted, money losing department, of moderate 
importance only, in a large, diversified, many departmentized business, may 
ultimately wreck the whole structure, if permitted to continue without 
check, control, or supervision. It is not the money loss which brings this 
about, but the ruinous effect of the slovenly methods followed in the 
incompetent department, upon those employed in the other ‘departments. 
One such department affects a dozen or more branches of a single business that 
is otherwise effectively organized and successfully operated. 

Therefore, always work first and hardest on that which is farthest down 
in the efficiency column, then switch to the next weakest point without 
letting go of the first, and so on until all of the business is on a strong, 
steady, and successful basis. 





Fare and a half for the round trip to the New Orleans conventions on 
all railroads, October 20-24. 
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METHODS IN HOSPITAL MANAGEMENT’ 


By JoHN BELL WILLIAMS 


St. Luke’s Hospital 
Richmond, Virginia 


HE OBJECT OF THIS PAPER is to state rapidly some of the business prob- 

lems which confront those who provide facilities for caring for the sick. 

What it costs to be sick.—One of the largest problems which jointly con- 
front the American family and the medical profession to-day is what 
it costs to be sick. Realizing the importance of assembling and studying 
all available information on this subject the American Medical Association — 
has created a national committee to survey the whole involved field of 
medical cost, and to formulate exact data for the guidance of the profession. 
The committee is working on a five-year program financed by the medical 
profession together with insurance companies and large foundations. The 
budget for the investigation will be about $350,000. If this seems a lot of 
money to lay out for such an investigation, it but shows the value of the 
desired end in the eyes of the profession. 

The national committee will study not only the cost of medical care 
to the family, but also the remuneration of the doctor. The value of 
such a study can be seen from the result of a similar survey made by 
the department of labor on the cost of medical and hospital care as 
applied to the laboring man. The department of labor survey shows that 
the cost of hospital operation has increased 133 per cent from 1913 to 1926; 
it also shows that the cost to patients has increased only 66 percent. Still 
further reduction in cost to the patient has been made because of the fact 
that the average length of stay in the hospital has been reduced from fifteen 
days per patient in 1913 to twelve days per patient in 1926: In developing 
these interesting facts the department of labor report further reveals that four 
Chicago hospitals and seven hospitals in different parts of Pennsylvania 
now charge from $3.15 to $4 a day for ward beds, this being as much as 
many southern hospitals charge for private rooms. 

This opens up the whole question of hospital finance, a subject which has 
always demanded and will always demand much study and attention. We 
-know that a stay in a hospital is cheap when compared to a similar stay in 
a hotel, so it seems illogical that the public should not appreciate the com- 
parative operating cost of each. But, illogical as it may seem at first glance, 
this attitude on the part of the public is founded upon tradition. The very 
root word of hospital is the Latin “hospes,” which means a guest. The hos- 
pitals founded during the early centuries of the Christian era were originally 
developed in connection with monasteries and were the outcome of the 
spirit of charity. Their purpose was to extend hospitality to the destitute and 
the homeless and to the traveler who had no shelter in case of sickness. In 
England, until the Nineteenth Century, they were for the poor only. In 


1Read before the annual meeting of the North Carolina Hospital Association, Gastonia, 
May 28, 1930. 
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the United States the earliest hospitals were likewise for those unable to pay. 
Thus, having regarded hospitals as charity organizations for so many hundreds 
of years, it is quite a jolt to the habit-forming, tradition-ridden public to be 
expected to pay even for actual expenses as cheerfully as it might. The 
public thinks in the same groove in which its ancestors thought, while pres- 
ent day business demands that the hospital, like the hotel, receive an income 
that will guarantee its efficient operation. A properly managed private hos- 
pital which does not pay its stockholders or owners a fair return for money 
invested in hospital real and personal property is not requiring its patients 
to pay for the whole cost of hospital care. When this interest is not paid 
but goes to meet expenses of patients who are unable to pay, it represents a 
direct contribution on the part of the owner, just as though cash money 
had passed in a personal donation. 

A charity hospital or a semi-charity hospital necessarily has a deficit. Those 
who meet this financial deficiency may presume that the more the deficit 
the greater has been the good accomplished. The assumption may be 
entirely erroneous unless there is a well-founded reason to believe that the 
hospital has been properly managed, and evidence that all charity patients 
were unable to pay. The report of the United Hospital Fund of New York 
reveals, for example, that thirty years ago the hospitals under this fund 
earned only one-third of their total expenses, while now they earn two- 
thirds. This increased earning is due to good organization and operation 
together with the substitution of a ward rate at or below cost for the wards, 
when previously all was practically free. Patients who are able to pay 
should be made to pay. Patients who are unable to pay should never be 
refused hospital service, but the cost of this service should be borne by the 
people as a whole and not by the medical profession alone. For if the medical 
profession should bankrupt itself caring for the poor there would be no 
efficient hospitals to care for those who can afford the comfort of a hospital. 
And in order to maintain this convenience for themselves, those who are 
able to pay must assume their part of the burden. The same principle holds 
in all business. Thus, in order to maintain a first-class department store 
those who do meet their obligations have to pay a certain per cent on other 
people’s bad debts each time they make a purchase. 

Sickness is a hazard comparable to accident and death. If the data com- 
piled by this five-year study justify large insurance companies in issuing 
popular policies for medical and hospital care for the average man similar 
to those used now under Workmen’s Compensation Acts, it will afford great 
relief to our institutions. 

Automobile accidents.—In this connection it is well to speak of the unfair 
burden put upon hospitals through the admission of strangers hurt in auto- 
mobile accidents. The scene is all too familiar. A careless driver or speed 
demon driving an old wreck of a car purchased on the excitement plan 
causes an accident on the highway. In the confusion there is but one 
thought—rush them to the hospital. In the saving of human life no con- 
sideration is given to the amount of the bill being created or who is going 
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to pay it. Public opinion demands in the name of humanity that all such 
patients be admitted. In a few days things generally “blow over” and the 
hospital is all too often left with an individual who in addition to having 
been a financial drain on the hospital has become a physical wreck. A solu- 
tion to this problem must be found. 

Having considered the importance of the cost of being hospitalized let us 
now consider the cost of hospitalization. 

Hospital executives—— To handle the complex and intricate financial prob- 
lems of hospital operation a new type of medical adjunct, a new twig or sprig 
of the tree of medicine, is being developed, the hospital executive or business 
manager, who devotes his entire time to administration. Nurses are becoming 
more valuable to doctors and are given professional responsibilities never 
dreamed of in past years. Doctors are devoting more and more time to 
study and investigation. The result is that neither doctors nor nurses 
can spare the time necessary for running the business affairs of a hospital. 
A sharp distinction should be made between a business manager who handles 
the routine bookkeeping of the business office and a hospital executive who has 
entire charge of the business of the whole institution. This latter type of 
man should have the following qualifications: 

1. He should have a professional point of view, with a knowledge of 
medical history sufficient for him to practice a system of ethics. 

2. He must bring well thought out plans of management and improvement 
before the hospital directors, and be equipped to carry out the wishes of 
the board with neatness and dispatch. 

3. It is important that he possess a mechanical turn of mind. 

4. It is essential that he understand and supervise the calculation of 
balance sheets, cost figures, and records. 

5. He must comprehend the buying of food, drugs, equipment, and med- 
ical and surgical supplies. 

6. He should feel a deep interest in community welfare and be versed 
in matters of public health. 

7. He must know medical jurisprudence. 

8. It is imperative for him to know something of the science of education. 

9. He must provide a system of decentralized operations and respon- 
sibilities, himself acting as co-ordinated control of these operations. 

The manager should work under a governing body which acts as a regulator. 
Under him should be organized the various distinct departments: dietetics; 
buying, storing, and issuing supplies; a training school for nurses; bookkeeping 
and accounting; each with its own peculiar functions, problems, incomes, 
and expenses. These departments while essentially professional are intimately 
interwoven with business management. A manager must be responsible for 
his business administration and cannot be so without sufficient authority to 
control all of these departments insofar as they have anything to do with 


the business affairs. 
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Having discussed the importance of management and the necessity of 
having it concretely applied, we will next consider some of its most impor- 
tant details of application. 


Bookkeeping and accounting—Next to an efficient manager the most 
essential requisite for successful hospital administration is a simple though 
intelligent system of acounting as instituted by expert certified public account- 
ants. The manager’should have at his finger tips comparative reports studied 
from an angle of weeks, months and years. The reports should outline 
income by departments as well as detailed departmental expense, thus 
serving as a thermometer to indicate loss of revenue or increased operating 
costs. It is really surprising to see how much money can be saved and how 
much service can be improved when regular and systematic studies are made 
of the details of operating costs. It is safe to say that the expense of insti- 
tuting and maintaining this type of bookkeeping is more than repaid by the 
efficiency of the system. When applied to supplies alone its benefits are 
easily imagined. 

Hospital supplies—Supplies are handled or mishandled in various 
ways, according to the efficiency or inefficiency of store-room management. 
Some institutions have two or more store-rooms, with or without proper 
supervision. Other hospitals seem to operate a system of “help yourself to all 
available supplies as long as they are available” and a liberality of economic 
policy by which any employee is permitted to order goods for his department 
at the expense of the hospital. Many other hospitals operate along such 
hit-or-miss lines that no record is kept of goods received, exchanged, or returned 
for credit. No one person is authorized to be responsible for all buying, 
approving bills for payment, making charges for special articles to patients, or 
for charging departments of the hospital for goods received for general use. 
Operating in such an unsystematized manner makes it impossible to function 
on a budget or to hope to reduce operating costs. 

Economy in buying supplies is important and may save an institution 2 to 
10 per cent, but perfect economy is to be executed only in the wisdom 
with which supplies are issued for use. As a concrete example we may 
consider the purchase and use of gauze and cotton. It is true that the market 
fluctuates and the prices of manufacturers vary somewhat, but if we could 
prepare in writing, with illustrations, a simple technique for interns to 
follow in dressing all different classes of wounds, which, while eliminating 
waste, would take the most effective care of patients, a tremendous saving 
might be realized each year. The point here is that the chief saving is not 
in the buying but in the use of supplies. According to expert information on 
hospital management the best way to distribute supplies is for the hospital 
to run one central store-room operated under a full-time storekeeper. Under 
this department all purchases should be made and all incoming goods checked. 
Here all supplies should be given out for use on signed requisitions in 
regular army fashion. Here a permanent inventory should be kept up-to-date. 
This simplified system expedites hospital treatment, and avoids the red tape 
that often costs the patient dearly by crippling the nurses and doctors in 
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cases of emergency. At the same time it stops waste and saves money for 
profitable use in worth while places. In connection with supplies it is well 
to consider drugs. 

Pharmacy.—During recent years there has been no radical change in the 
operation of the hospital pharmacy, though there have been general improve- 
ments in the handling of drugs and pharmaceuticals by the hospital staff. 
For the-most part improvements have come from without the hospitals by 
workers in large pharmaceutical and chemical laboratories and not through 
the efforts of workers within. 

The ideal.—The ideal compounding of hospital prescriptions cannot be 
realized until these prescriptions are placed in the hands of pharmacists, 
for it is the pharmacists alone who possess the greatest knowledge of 
preparation, percolation, compatibilities, concoction, and compounding. 
Since a doctor is not willing to trust his prescriptions to untrained hands 
when attending patients in their homes, it follows that he should be equally 
anxious to have his prescriptions carefully supervised when he brings 
patients into a hospital. 

The problem of the average hospital pharmacy.—Thus a difficult pharmaceu- 
tical problem confronts the average hospital. The maintenance of a full-time 
pharmacist in a small hospital is economically unsound, while treating sick 
people without a pharmacist is professionally unsafe. The resulting dilemma 
is apparent. Being confronted with this situation hospitals must turn to 
outside drug stores for expert prescription service. 

Prescriptions.—Brief experience will soon convince one of the Sill 
of this arrangement. Drugs will be fresh and pure; solutions will be clear 
and true; powders will be neat and uniform; capsules will be clean and 
accurate; emulsions and mixtures will be well suspended; eye preparations 
will be dispensed in bottles with droppers, ointments in convenient tubes, 
and substances affected by light in amber bottles. Incompatibilities will be 
prevented and chances for overdose or errors will be reduced to a minimum. 
Thus money, instead of being tied up in drugs that are seldom used, can be 
put to better purposes. 

Habit-forming drugs.—Narcotics, particularly morphine and codeine, are 
about the most commonly used drugs in a hospital. When the Almighty 
in His infinite wisdom decreed that man’s character would be benefited by 
pain and suffering, He in His great mercy created the milky exudate of the 
Papaver somniferum. When needed to relieve pain it is Nature’s greatest 
blessing, but when used habitually to satisfy human craving it becomes a tragic 
curse. The danger of patients’ acquiring the drug habit when in a hospital is 
appallingly great. The number of people in and out of a hospital who are 
constantly on the lookout for narcotics is amazingly high. Hospitals should 
use, therefore, every possible precaution in safeguarding the usage of these 
drugs. A safe arrangement is to keep all narcotics in a strong box or safe 
placed in charge of the superintendent of the hospital or some other responsible 
person. Narcotics should then be issued to the floors in small quantities and 
at a regular hour each day. When ‘the floor nurse receives her daily 
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supply she should be required to report not only the amount remaining in 
her hand and the quantity used during the preceding twenty-four hours, 
but also at what hour each dose was administered and the name of the patient 
who received it. ; 

The dietitian —lIn the light of modern medicine it is almost as necessary for a 
hospital to have a scientific dietary department for treating patients as it 
is to have x-ray and pathological laboratories for the diagnosis of disease. 

In the management of a dietary department the first essential is the em- 
ployment of a qualified dietitian. Many dietitians are either over-educated 
or under-trained. The under-trained know home cooking but nothing of 
special medical diets. The over-educated know science and class room 
psychology of servants, but nothing of good gravy. Between these two ex- 
tremes is the ideal dietitian who understands the science of feeding, together 
with the business of buying and management. 

The dietitian’s authority and responsibilty—Having determined to employ 
a trained dietitian, the next step in hospital management is to determine how 
much responsibility shall be placed upon her. In some institutions the 
dietitian does all the buying and all the supervising in her department, but 
does not employ the personnel. In some hospitals the buying is done by the 
storekeeper, and in others the dietitian buys only the perishable goods. There 
may be circumstances which justify the adoption of these special arrange- 
ments, but the consensus of opinion appears to be that all hospitals, except 
very large ones, should place the chief dietitian in entire charge of the whole 
dietary department with authority to buy and bargain, and to hire and “fire.” 
Given this authority, she is then held strictly responsible for the entire 
management. 

Diet lists—Upon assuming her duties the dietitian’s first problem is to find 
out what kind of diets she will be called upon to serve, in order that she 
may provide them in the most acceptable manner with the means at her 
command. At St. Luke’s Hospital we formulated a book of diets or series of 
diet lists for general use. These books or lists constitute a simple and uniform 
method which conveys the same information to the members of the staff, 
the floor or special nurses, the department of dietetics, and, if desirable, 
to the patients themselves. Under this plan the doctor has only to write on 
his patient’s chart the name of the special diet he desires his patient to 
receive. His order is then sent to the diet kitchen, where the pupil nurses, 
working in rotating service, prepare these special diets under the direction of 
the dietitian. 

Business methods.—Having determined specifically the kinds of diets which 
must be served, the next procedure is to put the administration of the 
department on a strictly business basis. In order to do this there must be 
definite records so that the dietitian may know every day exactly what she 
is about. She should be required to render her director an intelligent and 
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accurate account of her proceedings. This necessitates a great deal of 
so-called “paper work,” which will be more comprehensive if kept in her own 
office. It has been suggested that this part of the work should be done by 
the hospital accountant, who should furnish the dietitian with information 
on previous expenditures over a specified period of time, thus indicating 
a dietary budget by weeks, months, and years. It is well to have these 
cost figures prepared by the accountant as a check against the dietitan’s 
reports and for presentation to the board of directors; but on the other hand 
if the dietitian is required to keep them daily herself, independent of the 
accountant, she has accessible a more constant knowledge of market con- 
ditions of buying, and of materials on hand, and can put a policy of sensible 
economy into daily practice. 

The dietitian’s records——The dietitian’s records are many and varied, 
beginning with the records that are daily, advancing to those that are weekly, 
semi-monthly, monthly, quarterly, semi-annual, and lastly to a complete 
yearly report. Accurate records of the dietary department are extremely 
important because such a large percentage of the hospital expense goes down 
through this channel. A satisfactory system evolved at St. Luke’s Hospital 
is based upon a daily allowance of so much money for food served each 
meal. This figure must be determined by the hospital authorities and 
usually depends upon the type of institution. 

Buying of foods.—In a private hospital an allowance for raw food for 
each patient may be as much as twenty-four cents per meal. In a charity 
institution it may be as low as fourteen cents, or in a combination 
charity and private hospital two standards must be used with a general 
average for both. The difference between a fourteen-cent and twenty-four 
cent diet determines whether the patient will get bare necessities or deli- 
cacies with fancy foods out of season. In the South this allowance of 
fourteen to twenty-four cents per meal is sufficient to provide well balanced 
meals and to furnish the necessary variety of menu. 

One of the greatest pitfalls of dietitians is in allowing themselves to 
“think” their finances are all right. It is more important for them to “know” 
when they are wrong. The difference of a fraction of a cent on each meal 
served each person each day may determine whether the hospital economics 
are a success or a failure. 

Patients’ circulating library——Most people prefer a more active form of 
enjoyment than the old colored woman who said: ‘Honey, ef you really 
wants to have a good time jest eat a-plenty an’ then lay down.” So next to 
eating I should say the most popular form of entertainment among patients 
is reading. Therefore it adds greatly to the atmosphere of the hospital if 
there is attached to the staff someone who will find out the patients’ likes 
and dislikes in literature and keep them supplied with books. Indeed, in 
our particular hospital we recommend more books instead of more visitors, 
for when the patient becomes weary he can shut up the book. 

The idea of the operation of a patients’ circulating library is gaining 
a deal of popularity as its value becomes more apparent, and in many 
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hospitals the executives are interested in developing a circulating library 
so the patients can either read for themselves or be read to by the nurses. 
Some hospitals employ a full time librarian who manages the patients’ library 
and also aids the doctors in professional research work. In other hospitals 
this work is delegated to a librarian who devotes only a part of her time 
to it, and in some it is left to such voluntary workers as the wives of the 
board of directors ‘or of the doctors. These workers become very enthus- 
iastic when they see the interest and appreciation of the patients, and when 
funds are not available for purchasing books they establish the library as a 
branch of their local library, and ask their friends to contribute books 
they have already read. When properly organized and operated libraries 
form an attractive addition to the hospital and are distinctly an asset 
to the atmosphere of the institution. 


Records.—In thinking of libraries our minds drift naturally to another 
type of library, which is usually spoken of as the record room. The difficulties 
of keeping satisfactory records are obvious—doctors are too busy for this 
work, clerks have little or no medical knowledge, and nurses are lacking 
in clerical experience. Institutions with interns, therefore, make them 
responsible for routine histories, physical examinations, progress notes, re- 
ports of operations, laboratory studies, and bedside notes, and for assembling 
this information for the record clerk. The record clerk then has only to 
record them on index cards according to any of the nomenclatures in common 
use. 

Hospitals without interns are in a more difficult position. Even the most 
competent nurses and clerks are unable to compile and complete acceptable 
records. Medical knowledge as to provisional diagnosis, the final diagnosis, 
the physical examination, and the complications is so essential that no history 
is satisfactory unless these details are set down by a doctor. 

There are four reasons why every hospital should keep good records. 
First, they are of extreme value when patients return for further advice 
or treatment. Second, copies of them may be requested by the patient's 
regular doctor or other consultants. Third, they furnish valuable data for 
medical studies. Fourth, they are the doctor's and hospital’s greatest pro- 
tection in case of law suit. Thus their importance cannot be over-emphasized. 

The training school.—It is impossible to draw a discussion of hospital 
management to a close without considering the training of nurses. The 
administration of this department has become one of the most vital subjects 
connected with hospital management. It is a timely topic because its 
present operation is as uncertain as its future is conjectural. 

Pupil nurses are the only known professional students whose training 
constitutes productive labor. Other students work during their training, 
but the result of their efforts is only to gain information and to improve their 
minds; under-graduate nurses do a distinct service for hospitals while 
gaining experience and acquiring knowledge. Because of this economic fact 
training schools were built up by giving student nurses a small salary, 
free tuition, lectures by the staff, laboratory studies, and medical care, in 
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addition to board and lodging. Until a few years ago this plan was con- 
sidered satisfactory to graduate nurses, but since the standards of medical 
education have been raised there has followed an effort on the part of the 
nurses to raise their entrance requirements, prolong their courses, train 
special teachers, increase the faculties, add more subjects to the courses, 
and standardize the schools. Many hospitals are finding it economically 
impossible to meet these ever-advancing additions. As to what the solution 
will be no one seems willing to venture an opinion. Two plans are worthy 
of contemplation. One is the education of a few nurses according to the 
modern standard of academic and professional perfection with the additional 
training of a large number of practical nurses. This plan is economically 
sound from the standpoint of hospital administration, but professionally 
objectionable for the reason that hospitals do not cherish two standards for 
nurses any more than they would welcome two standards for educating 
doctors. 


The other plan contemplates sending prospective nurses to a central 
school for a period of intensive study in anatomy, chemistry, materia medica, 
dietetics, practical nursing procedures, pathology, etc., so that they will 
be more valuable when they are distributed to the hospitals for duty. This 
plan seems to have great merit. From the viewpoint of hospital management 
it is economically sound provided the individual nurses and not the hospitals 
pay the expense of the period preparatory to hospital training. It is pro- 
fessionally correct because it removes probation nurses from the floors, thus 
providing room for nurses who have sufficient training to be of value. There 
are two major obstacles to the immediate operation of this plan. Schools 
and colleges for girls do not have faculties trained to teach these medical 
subjects, while medical colleges do not have dormitories and other facilities 
for caring for and supervising large numbers of girls. 

There are many other important problems which I am tempted to discuss. 
Intense interest in a subject is apt to cause one to stray into the many by- 
paths which stretch so temptingly in various directions. I shall pass over 
many interesting matters, and, in closing, add a few words upon the greatest 
asset of any hospital. I refer to that vague abiding spirit which is at once 
the most elusive and the most gripping power of any home or institution. 
If I were a poet I would call it a soul, for a roof which shelters human 
beings collects under itself the radiations of the spirits of those it harbors. 
In the industrial development of the South and the improved management 
of our hospitals there is grave danger of our becoming self-centered and 
sordid. If a hospital is run like a commercial plant with commercial em- 
ployees, a commercial air will vibrate about it. On the other hand, if a 
hospital is run by altruistic doctors and nurses who inspire in the patients 
the same confidence and security they feel in their own homes, this hospital 
will surely gain an atmosphere of confidence and comfort and peace. 


Being systematic should not mean being unsympathetic. Rather should the 
intelligent use of system reveal knowledge and save time and energy by 
means of which sympathy may have an ever wider and higher application. 
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MAKING AN INTELLIGENT APPROACH TO 
DIETARY DEPARTMENT PLANNING 
PROBLEMS 


By VINCENT R. BLIss 
Consultant 


HE SERVICE OF FOOD, always a major function of the hospital, is steadily 

increasing in importance in the eyes of hospital authorities, both because 

of their desire to raise the general standard of their accommodations 
and because of the usefulness of the dietary department as an active force 
in the healing of the sick. Consequently, methods of food service operation 
are receiving much study, and the more one delves into this problem the 
more evident it is that economy and satisfactory operation are both closely 
dependent upon the arrangement and physical equipment of the department. 
As these facilities are on the whole inflexibly set when the building is 
originally built and equipped, experienced authorities unanimously stress 
architectural and engineering treatment as the critical factor in determining 
the satisfaction of dietary operation. 

A unique and somewhat complicated set of problems surrounds food 
service planning, for, in addition to matters of purely departmental operation, 
it has far-reaching effects upon the operation of the hospital as a whole 
and the development of the general building plan, to say nothing of budg- 
etary affairs, which are not without their significance. Perhaps it sounds 
like an extreme statement, but it is a fact that the dietary facilities have a 
more widespread influence upon the planning of the hospital building than 
any other single department. The space allocation and arrangement of service 
floors, patients’ floors, rooms for the accommodation of administrative and non- 
professional personnel, corridors, service entrances, and passageways, as well 
as heating, lighting, ventilating, power, water supply, drainage, elevator, and 
other mechanical facilities, are affected by the dietary department, and as 
the success of this division depends upon the perfect co-ordination of service 
units widely scattered through the building, the dovetailing of the food service 
facilities with other divisions of the hospital presents an exacting task. 

Much attention has been given in recent years to the development of systems 
of food service to patients, most of which seek an improvement over the old 
decentralized method which formerly prevailed. Studies of this kind have 
brought about a demonstrable improvement in service, and the results have 
provoked many an interesting discussion. It is well to know, however, that an 
academic or generalized analysis of such systems isnot of as much value as it might 
seem, and that a study of these systems will be of active benefit only when 
they are viewed with regard to their application to a specific case. Systems 
of food service are always dependent to a large extent upon the characteristics 
of the individual building plan, such as height, shape, size, and general 
arrangement. ‘This is especially true of the more specialized systems, such 
as the completely centralized tray-service plan, which vitally depends upon 
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a specially developed building plan, together with unusual equipment and 
transportation facilities, just as it also demands perfect co-ordination and efh- 
ciency on the part of operating personnel. Thus, the degree to which any given 
system of food service can be made effective depends upon the limitations 
of the building plan, and conversely the adoption of any system must 
directly reflect itself in the architectural arrangement and equipment facili- 
ties, not only on the service floors but throughout the building. 
Hospital food service planning will not be the work of one individual, 
but of several, each representing special knowledge on one phase of the 
problem. Surrounded as he is by technicians, the hospital executive may rely 
upon others for much of the detailed work of planning, but upon occasion 
it will be necessary for him to make important basic decisions based primarily 
upon his individual judgment. Therefore, while it will be desirable to keep 
in constant touch with all of the work of planning as it progresses, the 
attention of the hospital executive should be focused upon the problems 
concerning which he must take the most active part, and it will be helpful 
to recognize these clearly beforehand. 
From first to last the development of the service departments will involve 
the following major steps, which are listed in their approximate chronological 
order: 
*1. Determination of general system of food service desired for hospital. 
*2. Determination of how this system must be adjusted to meet conditions 
in the individual building plan. 

3. Determination of size and apportionment of food service space and 
location of rooms in building plan. 

4. Actual planning of food service departments and nai of equip- 
ment. 

5. Provision for auxiliary mechanical and structural features, including 
food transportation system. 

*6. Formation of equipment specifications. 

*7. Awarding of equipment contract. 

8. Installation of equipment. 

Four of these steps involve problems concerning which the burden of the 
work will naturally be shouldered by a hospital architect and the food service 
engineer. The other steps (identified by asterisks) are those in which the 
hospital executive, together with his professional consultants, will play the 
decisive part. 

In the first phase of the problem (steps 1 and 2) questions of policy must 
be decided. This should be handled through a detailed interchange of ideas 
with both the hospital architect and the kitchen engineer. The hospital 
executive will determine matters of general and operating policy, and so 
far as possible it will be his desire to subjugate other considerations to the 
basic plan he has in his mind in order that the institution may completely 
fulfill his ideal. In actual application, however, some adjustment is invariably 
necessary, for the physical and practical limitations cannot be set aside, so 
that the result is a series of compromises in which the architect and food 
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service engineer have striven to reconcile a hospital administration’s desires 
with the actual conditions which exist in the building project. This co- 
ordination of administrative, architectural, and engineering thought will be 
most effective if the situation receives thorough study at a very early stage of 
the development of the hospital project. If this is done, a sufficient ground- 
work for planning in all of its phases—policy, architecture, and engineering— 
can be worked out in sufficient detail so that the facilities of the food service 
department can be provided for at the proper time without troublesome 
complications. 

The second matter which needs special attention by the hospital adminis- 
tration relates to the formation of equipment specifications and purchasing 
of equipment (steps 6 and 7), and because of its importance from a financial 
standpoint this. problem deserves more clear-sighted study than it usually 
receives. : 

General food. service equipment, unlike the mechanical facilities of many 
other parts of the hospital, is largely made to order in accordance with a 
detailed set of specifications made up for the individual building. This may 
appear to be an advantage in that it permits the hospital to have any design 
or construction that is desired. In actuality, however, it works quite the 
other way and two of the more serious disadvantages brought about by this 
condition are that it places a burden of deciding upon many troublesome 
details in connection with equipment construction upon the hospital executive 
and his architect, and increases the difficulty of awarding equipment con- 
tracts upon a basis which will serve the best interests of the purchaser. 

In attempting to decide upon the general character of equipment to be 
specified the hospital executive is confronted with a bewildering variety 
of styles of construction and types of material. Assuming that heavy con- 
struction and careful workmanship wili be demanded (and certainly for a 
hospital anything else would be flagrantly short-sighted), the decision in its 
simplest form involves a choice from several types of materials. On the 
one side are iron and steel (polished, galvanized, painted, etc.), copper 
(polished, tinned, or nickel-plated), and certain other materials of less 
importance, and on the other, the corrosion-resisting white alloy metals. 
There is a wide difference in cost between the two classes, and while it is 
generally recognized that the high-priced alloy metals have superior durability 
and sanitary properties, it has been puzzling to many to decide just how far 
one is justified in the use of the higher class metals on purely economic 
grounds. Indecision on this point is no longer necessary, however, for a 
sufficient length of time has elapsed so that the comparative lengths of life 
of the two classes of equipment may be prophesied with a satisfactory degree 
of accuracy.* Taking as an example one of the most commonly used of all 
items of equipment, the pot or vegetable sink, an excellent answer to this 
question can be found. The consensus of judgment among experienced equip- 
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DIETARY DEPARTMENT PLANNING PROBLEMS 


ment authorities is that the average length of serviceable life of a galvanized 
steel sink is ten years or less, and that after only a few years of service such 
products will show such deterioration that their sanitary qualities will be 
seriously impaired. An investigation of white alloy metal equipment 
installations, on the other hand, has revealed Monel metal sinks 
which have given fourteen years or more of service without showing any 
appreciable effects, so that the lifetime of this grade of equipment may be 
relied upon to equal that of the building in which it is installed. A com- 
parison of costs based upon both initial price and serviceability indicates that 
the galvanized sink will cost from 25 per cent to 50 per cent more per 
year than one of alloy metal construction under conditions normal 
for a hospital or institution. Similar comparisons may easily be made by 
means of an inspection of kitchens which have been in service for a number 
of years, and under the circumstances it will readily be seen that the adoption 
of corrosion-resisting, high nickel content alloy metal for general service 
equipment is justified to as great an extent as the finances of the institution 


will permit. 


Two firms are manufacturing the same kind of goods. One can buy 
material of as good a quality as the other and at as good a price—can make 
it up on the same kind of machines and at the same price rates—and can 
sell it at the same price. One makes money and the other does not. Why ? 
It is because of the difference in men and methods. Think it over. 
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JOHN HOWARD, J. R. TENON, AND SOME 
EIGHTEENTH CENTURY 


HOSPITALS 
By N. W. Faxon, M.D. 


Director, Strong Memorial Hospital 
Rochester, New York 


N THE YEAR 1780, hospitals were regarded with dread and horror. None 
but the very poor, or criminals, entered as patients. The jails of some 
cities offered better chances of recovery to their sick prisoners than 

hospitals of the same cities to the sick poor. Truly the inscription that Dante 
placed over the gates of hell, “All hope abandon, ye who enter here,” 
might well have been placed above the doors of hospitals of that period. 


To-day most of the inhabitants of the United States live in materially 
comfortable homes and surroundings. Many enjoy luxuries which would 
have been beyond the reach of royalty or anyone in the Eighteenth Century. 
In no phase of life has more progress been made than in that pertaining to 
both public and private health. Anesthesia, asepsis, nursing, the applica- 
tion of the discoveries in chemistry, bacteriology, physiology, and other 
departments of science, have combined to relieve nations and individuals 
of much of the suffering and ills that beset mankind up to the middle of 
the Nineteenth Century. ° 

The last thirty years have witnessed the most spectacular building of 
hospitals by a hopeful people that has ever taken place in the world’s 
history. Instead of being dreaded, hospitals are now looked at with con- 
fidence and even affection, as places wherein most can be done to cure 
disease and alleviate suffering. Here the physician commands all that the 
science and art of medicine have gathered to combat disease, and here he 
investigates and plans prevention. 

To understand how tremendous a gulf separates the Hotel-Dieu of Paris 
or Guy’s Hospital of London in 1780 and the Strong Memorial Hospital in 
1930, let us consider the accounts of two men who wrote of the conditions 
they saw in France and England in the latter part of the Eighteenth Century. 





John Howard was an Englishman who set about almost singlehanded to 
right the wrongs that he saw in jails and hospitals and to improve the public 
health of England. 

Dr. G. W. Goler, in his Essay on John Howard, says: “Howard was a 
deeply religious, sensitive, retiring, stout-hearted, and whimsical man, bent 
on doing good for his fellows. On this quality of his mind, rather than on 
the basis of pure science, his whole career was directed.” 

His experiences in a French prison after being captured by privateers 
as he was sailing to investigate the earthquake at Lisbon in 1755, and as 
sheriff of Bedford, while sitting in court and visiting prisoners in the 
various jails of his district, aroused his interest and compassion and fixed 
his determination to improve the condition of jails and the treatment of 
prisoners. . Since he found much disease among the prisoners, his activities 
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naturally extended to the investigation of hospitals. He became a recog: 
nized authority upon the condition of jails, almshouses, and hospitals and 
his opinion was sought by the House of Commons. 

Howard, although not a physician, is deserving of honor by the medical 
profession for his work to improve maritime quarantine in France and Italy 
and to introduce some form of quarantine in England, which up to then 
had made no attempt to protect its ports; for his study and recommendations 
for the control of jail (typhus) fever; and for his investigation of the plague 
in Turkey and Russia, where he died in 1790 while engaged in this study. 

Over his grave in southern Russia stands a simple stone with this inscrip- 
tion illustrative of the humanity of the man: 

JOHN HOWARD 
WHOEVER THOU ART, THOU STANDEST AT 
THE TOMB OF THY FRIEND 
1790 

He was the first man ever accorded the honor of a statue in St. Paul’s 
Cathedral. “The first statue admitted to St. Paul’s Cathedral was not that of 
statesman, warrior, or even of sovereign; it was that of John Howard, the 
pilgrim.” On it appears the following inscription: 

This extraordinary man had the Fortune to be 
honoured whilst living 
In the manner which his Virtues deserved; 
He received the thanks 
Of both Houses of the British and Irish Parliaments 
For his eminent services rendered to his Country 
and to Mankind. 

Our National Prisons and Hospitals, 
Improved upon the Suggestions of his Wisdom, 
Bear testimony to the solidity of his Judgment, 

And to the Estimation in which -he was held 
In every Part of the Civilized World, 
Which he traversed to reduce the sum of 
Human Misery; 
From the Throne to the Dungeon his Name was mentioned 
With Respect, Gratitude, and Admiration. 
His Modesty alone 
Defeated various efforts that were made during his life 
To erect this Statue, 

Which the Publick has now consecrated to his Memory. 
He was born at Hackney, in the County of Middlesex, 
Sept ii MDCCXXVI 
The early Part of his Life he spent in Retirement, 

Residing principally upon his paternal Estate, 
At Cardington, in Bedfordshire; 
For which County he served the Office of Sheriff in the 
Year MDCCLXXIII 
He expired at Cherson in Russian Tartary, on 
the XXth of Jan. 
MDCCXC 
A Victim to the perilous and benevolent Attempt 
To ascertain the Cause of, and find an efficacious Remedy 
For the Plague. 
He trod an open but unfrequented Path to Immortality, 
In the ardent and unintermitted Exercise of 
Christian Charity. 
May this tribute to his Fame 
Excite an Emulation of his truly glorious Achievements. 
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From 1770 to 1790 Howard travelled almost continuously over Europe. 
By 1784 he had journeyed over forty thousand miles. In that year he published 
a book, at his own expense, describing the frightful conditions that he had 
found in hospitals and jails. Five years later, in 1789, following a still more 
extended tour, partly to gain additional information and partly to see if 
any of his suggestions for the improvement of conditions had been carried 
out, he published another book, “An account of the principal Lazarettoes 
in Europe—with further observations on some foreign Prisons and Hos- 
pitals and additional remarks on the present state of these in Great Britain 
and Ireland.” 


Lazarettoes were the quarantine stations of these days. The term is derived 
from the name of Lazarus, the beggar man of the New Testament, who had 
leprosy; hence hospitals for the care of lepers were called lazar houses or 
lazarettoes. In time this term was applied to other hospitals or places for 
the care of the sick, and also to quarantine stations, because they frequently 
cared for the sick from ships. “Quarantine” is derived from the Italian 
“quarantina” or Latin “quadraginta,’ meaning forty days, the period that 
people were retained before being allowed to land from ships that came 
from ports having the plague. 


A ship leaving any port where plague or any severe epidemic existed 
received what was termed “ a foul bill of health” and upon arriving at the 
next port was forced to pass quarantine. Guardians were sent aboard when 
the ship entered the harbor (paid for by the captain of the ship), who saw 
that no one left or came aboard the ship except under their direction. 
Passengers were sent ashore to the lazaret and there confined in rooms or 
cells, where they paid for their board and the servants who cared for them, 
sometimes for from thirty to ninety-two days, on the theory, apparently, that 
if they carried any disease they would be either cured or dead before the 
expiration of that period. These rooms were unheated, dirty, damp, and 
verminous. Goods were transported by the ship’s crew to the lazaret 
wharfs, thence to large open sheds where the bales were opened and spread 
on tables for varying periods. Sunlight and fresh air were the only means 
by which they were treated. Letters, papers, etc. were disinfected by 
seizing them with iron tongs and dipping them in vinegar. Crude, ignorant, 
and troublesome as it was, quarantine by lazarets was among the first 
attempts to prevent the spread of disease from an infected population to an 
uninfected. We should commend, not condemn, the efforts of those early 
public health officials. 


‘ 


At Savona in Italy (near Genoa) Howard met an old surgeon “who 
went over the wards with me” and who stated that it “was improper not to 
separate surgical from other patients, or to suffer, as often happens, a 
person with a fractured bone to lie with a person in a fever (though in 
separate beds) on each side of him.” He also condemned the “unwhole- 
some and dirty custom which prevails in hospitals of spitting on the walls 
and floors.” © 
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Howard then proceeded to the Island of Malta, where he visited the 
famous hospital of the Knights of Malta, of wnich he says: 

“The institution of the Knights of Malta was founded in the Tenth 
Century, at Jerusalem, for the care of the wounded in the Christian Wars; 
they afterwards settled in the Isle of Rhodes, but, being driven from thence 
in 1539, this Island, of Malta was given them by Charles the Fifth, King of 
Spain and Emperor of Germany. The number of patients in this hospital 

. was from 510 to 532. These were served by the most dirty, ragged, 
unfeeling, and inhuman persons I ever saw. I once found eight or nine of 
them highly entertained with a delirious, dying patient. The governor told 
me they had only twenty-two servants and that many of them were debtors 
or criminals who had fled there for refuge. (Every church in Malta is a 
sanctuary for debtors and felons.) At the same time, I observed that nearly 
forty attendants were kept to take care of about twenty-six horses and the 
same number of mules, in the Grand Masters’ stables; and that there all 
was clean . . . In the centre of these stables, there was a fountain out of 
which water was constantly running into a stone basin; but in the hospital, 
though there was a place for a fountain, there was no water. The patients 
were all so dirty and offensive as to create the necessity of perfuming them; 
yet I observed that the physician, in going his rounds, was obliged to keep 
his handkerchief to his face. The use of perfume I always reckon a proof 
of inattention to cleanliness and airiness . . . The slow hospital fever typhus 
(the inevitable consequence of closeness, uncleanliness, and dirt) prevails 
here. 


“At the back of the hall, over the knight's arms (a cross), is a marble 
crown, and under it on white marble is this inscription: 


“Infantium incolumitati.’ 


“Here is a wooden cradle, which, turning on an axis, the pins strike a bell, 
to give notice of the reception of infants into the Foundling Hospital.” 

Howard visited hospitals in all the principal cities of the countries 
bordering on the Mediterranean—France, Italy, Greece, Turkey—and re- 
turned to England through Germany. He then started on a second tour of 
Ireland, Scotland, and England, to gather additional data and to see whether 
any improvements had been made. 

A situation existed then that is scarcely comprehended now, in that to 
the common mind there was but little difference between the jail and the 
hospital. The accommodations and care afforded the patient then were just 
a little better in some instances than those provided for the criminal. The 
jail conditions of those days were horrible beyond conception.. Jailors 
depended upon fees paid to them by their prisoners, receiving no salaries, 
so that it frequently happened that innocent people who had the mis- 
fortune to be thrown into prisons, even though subsequently acquitted, 
could not leave the jail because they could not pay the jailor the fees for 
the wretched accommodations and food provided, further augmented by 





1For the preservation of infants.’”’ 
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the cost of legal papers which the jailors served. John Bunyan’s publisher, 
Francis Smith, has left us an account of his experience when thrown into 
gaol for “having a hand in printing and compiling dangerous books” in 
which he says, “I was locked up in a room where I had neither chair nor 
stool to rest upon and yet tem shillings per week must be the price, and 
before I had been there three nights, seven pounds and fifteen shillings was 
demanded for present fees. That is to say, five pounds to excuse one for 
wearing irons, ten shillings for my entrance week lodging, five shillings for 
sheets, five shillings for garnish money and the rest for turnkeys’ fees.” 
This was in 1660. Howard frequently notes: “No proper drains, no baths; 
women are confined with men in dungeons. Men and women debtors con- 
fined in the same room. The room for felons (called the Black Hole) has an 
aperture in the door, but no windows. There are many instances of persons 
dying by intoxication and fighting.” At the city gaol of Rochester, England, 
the keeper said, “The liberality of the public is so great, we cannot keep the 
prisoners sober.” Beer and liquor were freely brought into prisons—even 
sold to prisoners by the keepers. 

Hospitals, with rare exceptions, were but little better. Too often his 
description reads: “The wards were close and offensive; the beds very old, 
infected with vermin, and linen for only one bed. The floors were sanded, 
which I always consider an expedient to hide dirt. Here is a good bath 
but it is seldom used.” 

Of a Foundlings’ Hospital in Ireland he states: “Soap is not allowed here, 
though absolutely necessary for washing the hands of the children.” “The 
Infirmary at Maryborough for Queen County is an old house in which are 
four rooms for patients. The floor of the room below was dirt and the 
walls were black and filthy; it had in it three patients. In two of the rooms 
above there were thirteen beds and fifteen patients. In a room called the 
tower, two patients and a little dirty straw on the floor, on which they said 
the nurse lay. This room was very dirty, the ceiling covered with cobwebs 
and in several places open to the sky. Here I saw one naked, pale object, 
who was under the necessity of tearing his shirt for bandages for his 
fractured thigh. No sheets in the house and the blankets were very dirty. 
No vault, no water. The diet is a three-penny loaf and two pints of milk, 
or rather, if my taste did not deceive me, of milk and water. The surgery 
was a closet about 10 feet by 6; the furniture consisted of ten vials, some 
of them without corks, of a little salve stuck on a board, some tow, and 
pieces of torn paper scattered on the floor.” At Tyrene he found that 
“two lay in the bathing tub, which was 5 feet 9 inches by 3 feet 6 inches; 
no water; no vaults.” 

Let us now consider the hospitals of London, where, if anywhere, we 
should find the best in Great Britain. The London Hospital in Whitechapel 
Road is “a spacious building for the reception and relief of sick and wounded 
seamen, etc . . . The wards in general are 20 feet wide and 12 high and 
each contains about eighteen beds, which have no testers. Over the doors 
were square apertures. The passages, which are 8 feet wide, are dark. 
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There are no cisterns for water; the vaults are often offensive. In this, 
and our other hospitals, medical and chirurgical patients are together . . . 
In a dirty room in the cellar there is a cold and hot bath, which seems 
to be seldom used. The wards were not dirty, but the house has not 
the appearance of neatness. Patients are generously admitted without any 
fee or reward to, nurses, etc., nor is any security required for the expense 
of burial or removal. All accidents, whether recommended or not, are 
received at any hour of the day or night. . . 

“The patient’s diet I disapprove of; as their common diet is 8 oz. of 
meat every day for dinner; and for supper, broth, six days in the week. 
No vegetables, and only 12 oz. of bread a day. The middle diet is 4 oz. of 
meat every day for dinner; and for supper a pint of broth or panado. No 
vegetables, and only 8 oz. of bread. The breakfast for every day, of those 
patients that are on common diet, is one pint of milk pottage or water gruel 
Those on the middle diet, one pint of panado or water gruel. The drink 
of the former is three pints of beer in summer and one quart in winter. 
Of the latter, one pint of beer every day.” 

Of St. Bartholomew’s he gives a good report, on the whole. Each ward 
had a sister and a nurse, the sister having a room adjoining the ward. Fees 
were taken for the admission of patients, two shillings for clean and some- 
thing over one pound for foul patients. Part of these fees went to the 
hospital beadle, part to the sister, and part to the nurse. Moreover, every. 
patient had to deposit or give security of seventeen shillings and sixpence 
for burial in case of death. 

He gives an enthusiastic description of Guy’s Hospital: freedom from 
vermin, good ventilation; iron beds and hair mattresses; “and each patient 
has a box which slides under the bedstead, and makes a seat when drawn 
out... The water closets in the new wards are of the best construction 
and not in the least offensive; for by opening the door water is turned 
into them, from a reservoir. The basin is of earthenware glazed and it is 
always charged with water, being supplied every time the patient leaves 
the closet. The door acts on the cistern by a common lever and the same 
operation discharges all that is left in the basin. The medicines are princi- 
pally prepared under the direction of an ingenious gentleman who has been 
furnished with a laboratory and mills, that they may be certain of having 
their drugs free from adulteration. The patient’s box and medicine tray 
are numbered; this prevents confusion and consequently mistakes which 
may sometimes be fatal, through the ignorance or carelessness of nurses. 
Here are excellent baths in clean and neat rooms. This hospital was founded 
and endowed at the sole expense of Thomas Guy, a private citizen of 
London, and erected during his lifetime.” 

He commends the Leeds Infirmary, opened in 1771, as one of the best 
in the kingdom, saying, “Many are cured of compound fractures who would 
lose their limbs in the unventilated and offensive wards of some other 
hospitals.” 





The exhibitors will greet you with a smile at New Orleans. 
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Some of the rules and regulations of the hospitals of those days are 
interesting and illuminating, especially as these are represented as the regu- 
lations of the most progressive hospitals. The following is taken from the 
rules of the Royal Hospital at Haslar: 

“IV. Nurses to shift bed and body linen of patients (viz., sheets) once 

a fortnight, and shirts once in four days. 

“V. No. nurse or other person to do wash in water closets. 

“VIII. That no nurse do admit any patients into her cabin nor suffer 
any person to remain in it at night—not even her husband or 
child. 

“X. That all nurses that get drunk shall be discharged.” 

In Howard's discouraging account of these evil conditions, there stands 
forth one shining treatise. The board of trustees of the Lock Hospital for 
Venereal Patients wrote into its articles of incorporation the following 
wise and charitable article, of which Howard says: 


“A prejudice prevailing in the minds of many people against such hospitals 
will, I hope, be my excuse for copying the Introduction to the Abstract of 
- Rules and Orders. 


**The disease which entitles the objects of this hospital to relief is in itself 
Pied loathsome and direful in its effects, and the unhappy sufferers, if 
poverty be their companion, are doubtless involved in the most deplorable 
wretchedness. 


ee 


Many a worthy woman has here to lament the diabolical profligacy of an 
abandoned husband. Many a poor and helpless infant to deplore its being 
the offspring of a distempered parent. Many a young creature of tender 
years, yea even in infancy itself, has to bewail the inhuman violence of a 
diseased, filthy, and loathsome ravisher. Others who have been led away by 
the arts and wiles of seducers, by promises made only to be broken, and fair 
words meant only to deceive. And lastly many who have inadvertently sought 
their’own ruin have also been cured in this hospital; such, many such, but 
for this house, had rotted and perished miserably. Some of these, whose lives 
have happily been preserved, have kissed the rod of affliction; by the blessing 
of God have turned from their iniquity and been happily restored to their 
family, their country, and themselves. 


‘Therefore their having brought on themselves the disease by their own 
folly is no reason why they should be left to perish. A life lost to the public, 
from whatever cause, is still a loss. If we speak of the matter in a Christian 
view, how dare any, who profess to know the grace of our Lord Jesus 
Christ, make this an objection? Suppose the Redeemer had urged such a 
plea against becoming poor for our sakes; suppose he had said to us, “Leave 
those sinners to the consequence of their sin and folly—they are miserable, 
guilty, lost, and undone, but it was their own fault—let them perish eternally 
—let the law take its vengeance on them—I'll not become poor for their 
sakes, to save them from its curse, for they do not deserve that I should,” 
—had this been the language of our Lord, where had we now been? We 
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should not now be partaking of his mercies, but feeling his righteous ven- 
geance—not invited to an opportunity of showing pity and compassion to 
others, but ourselves in torment, crying in vain for a drop of water to cool 
our tongues.” 

“And though this charity gives encouragement to repentance, by giving 
the most profligate one fair opportunity to reflect, and amend their lives, yet 
it destroys all incitement to presumption, by affording no repetition of its 
countenance and favour to the hardened and impenitent. For it is a fixed, 
determinate, fundamental rule of the charity that no person whatsoever, if 
once discharged, ig ever to be admitted a second time, and all the patients 
have a paper of rules and directions delivered to them at their admission, at 
the bottom of which stand these words: 

““N. B. Having been once cured, or discharged for any other cause out 
of this hospital, you never can be. admitted again.’ ” 

Therefore the language of this institution is, like that of our blessed Lord, 
“Go and sin no more,” and like Him it adds, “lest a worse thing happen unto 
thee.” It took 140 years and a World War to make us, as a people, accept 
this sensible doctrine and attitude toward venereal disease. 

The labors and wisdom of John Howard, Sir William Blackstone, and Dr. 
John Fothergill did much to mitigate the terrible laws of England, which 
executed people for burglary, which imprisoned for debt, and which to our 
eyes were horribly cruel. Through their efforts also, provisions for the care 
of the sick poor were increased and improved and formed the starting point 
of that reformation in charity and hospitals and institutions for the sick and 
poor that is still going forward. 





In 1788 M. Tenon, a professor of the Royal Academy, was commissioned 
by Louis XVI to make a study of the hospitals of Paris and to make recom- 
mendations for their improvement, as a result of which studies he published 
his ““Mémoires sur les H6pitaux de Paris.” The copy in our library is in- 
scribed, presumably in his handwriting, “A Monsieur le Roi de la part de son 
trés humble serviteur Tenon.” I might add that evidently the King did not 
read these memoirs very carefully as I found many uncut pages. The revolu- 
tion prevented the immediate carrying out of his recommendations, but his 
work was not in vain for it formed the starting point of a reformation in 
French hospitals of which the most striking example was Pinel’s improvements 
in the care of the insane during the Napoléonic period. Tenon’s book is 
interesting for the intimate description that it gives of hospitals in the fore- 
most capital of Europe. It is meticulous in detail, a volume of 450 pages, 
and contains suggestions for improvements based upon the knowledge of 
that time, some sensible, some ludicrous in the light of our present knowledge 
of disease. i 

“The first hospitals among us were the houses of the Bishops; the poor were 
received there and cared for. The resources of the Bishop no longer being 
sufficient, they were placed in dependence to the Church and Canons, 
which were to give a tenth of their resources and of their offerings. It was 
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ruled that one of them should govern the hospital and promulgated that this 
asylum should be so situated that the Canons should easily be able to go 
there. This law of Charlemagne was made in the year 816. 

“Now these dispositions are changed. The hospitals are supported by 
sovereigns, by charitable persons, and when necessary, they obtain help from 
the government; in other words they are no longer dependents of the Church. 
While the Council of Vienna of 1312 and the ordinances of our Kings have 
intrusted the administration of the hospital to temporal authority, custom has 
maintained them close to the Bishoprics and Cathedrals, although they have 
not had the same association as before with the Bishops’ houses or with the 
Canons. . . One should no longer follow the old custom of putting hospitals 
near churches, since this custom had no principle of healthfulness at its 
foundation and the reasons which brought this about no longer exist. 

“While hospitals for the ordinary sick were thus rising in the midst of 
cities, leprosy reappeared in Europe and it became necessary to separate the 
leprous from the rest of the people. Leprosaria or places for these sick were 
therefore constructed at the entrances of cities, towns, and villages. Thus arose 
two kinds of hospitals, one for the ordinary sick and the other for the leprous, 
which was rightfully regarded as a contagious disease; the latter were placed 
irrevocably outside of the habitations and each city, town, and village was 
forced to care for its own lepers. 

“In Paris there were three hospitals for lepers... When it became necessary 
to open hospitals against the pest, against venereal disease, they were also 
placed outside of Paris ... There has thus always been among us a precedent 
for separating contagious patients from those sick with ordinary ills. 

“Since the year 789, when Charlemagne forbid the leprous to mingle with 
other people, up to 1693, when leprosy disappeared in France, and when 
Louis XIV ordered the union of ‘maladreries’ with ordinary hospitals, that 
is to say during 907 years, that law held against the lepers; moreover it 
had also application against the pest and also with regard to the venereal 
diseases and scurvy and equally was enforced against the inoculation with 
smallpox, since inoculation was forbidden within the city...” 

It is interesting to speculate as to whether these leprosaria, constituting 
a real public health measure, were the successful factor in eliminating 
leprosy or whether the disease had run its course to attenuation. 

The Hotel-Dieu of Paris was founded in the Seventh or Eighth 
Century and in 1788 provided for 1,800 to 2,000 patients but contained 
sometimes 3,000, 4,000, 5,000 people, including servants. Paris had forty- 
eight hospitals and houses of charity—twenty-two for the sick, six for the 
sick and poor, and twenty for the indigent poor. In these institutions 
there were daily cared for: . 

6,236 sick 
14,105 poor 
15,000 foundlings and orphans 





New Orleans in October is like the month of May in the North. 
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a total of 35,341 individuals or one for every eighteen inhabitants of Paris, 
which at that time had a population of 660,000.’ 

The Hétel-Dieu was a tremendous group of twenty buildings, the largest 
of which held 2,627 patients, “housed in a wooden fire trap. Grouped 
together are patients with fever, injured, obstetrical patients, pregnant 
women, patients with smallpox, parasitic itch, etc.; they are placed in the 
midst of infected, dirty apartments, such as cloak rooms, mortuaries, dis- 
secting rooms; the wards one above another, four or five stories high, in 
rooms without ventilation, with damp hangings, chill and damp and dark, 
with insufficient stairways, where the only promenade is filled with wet 
laundry; a monstrous assembly, more likely to prolong sickness than confer 


health.” 


It is interesting to consider that nearly everything urged against the 
Hotel-Dieu by Tenon may be said about the Strong Memorial Hospital, 
but in what a different manner! All classes of patients are grouped in one 
building; that building is six stories high and contains mortuaries and dis- 
secting rooms; it is, however, fireproof, has good ventilation, and, because 
of better knowledge of the causes and transmission of disease, offers no 
dangers to its patients because of the congregation in one building. 


One of the most startling customs of the Eighteenth Century hospital 
was the placing of several patients in one bed. “There are at the Hoétel-Dieu 
1,219 beds, of which 733 are ‘grand lits’ of 52 inches width, and 486 ‘petit 
lits’ of 3 feet width; they are distributed some in two, some in three or four 
rows, the small mixed with the large; some with the foot, some with the 
head towards windows. Such disposition is contrary to the giving of good 
service for the care of the sick and the principle of medicine. 

“The bed considered by itself may be presented sometimes as an absolute 


2Compare the sick, poor, and children under community care in Rochester in 1930. The 
figures are approximate only. 


Hospitals including Municipal Hospital 
County Hospital (largely chronic).............. 
Monroe County Sanitarium: tuberculous... 
State Hospital for the Insane........................... 










3,171 
ES ee re ey co ee eee SN aM NS Pee UN Te 462 
Almsphouse: Monroe County. ..........coccccceccscorcesscecsscoosecccosscvsens ; es ke, 
Additional adults receiving care outside of institutions............................ 534 

1,740 
Orphans in institutions....................00...... ETS REE eRe er Se wh Me Fe | 
REE SS a Sere ee 201 
Board of child welfare; children in homes...... .... 464 
Children’s service bureau and Catholic charities............ ree wee 128 
S.P.C.C.; children in charge of......................0.-+- 1,222 
children in shelter... TEES oe SE a 
CN CUE il dS ict sets ae cee 75 

2,833 

Total sick, poor, and orphans receiving public aid... ccceccceececceneeeeeeneeeeeeeeenees 7,744 


Population of Monroe County—about 390,000 
One person cared for in institutions or at public expense for every fifty inhabitants. 


Paris Rochester 
6,236 1-110 inhabitants 3,171 1-123 inhabitants 
. 14,105 1-48 1,740 1-224 
. 15,000 1-46 * 2,833 1-137 se 
35,341 1-18 ct 7,744 1-50 = 
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means, sometimes as an auxiliary to cure. That of 52 inches is insufficient 
for four to six men, since each will have only 814 inches to 13 inches for 
his own use. A man should have at least 18 inches of room, in order to lie 
flat; even then he is crowded; that much is necessary to rest, to sleep, to 
move without discomfort, and to escape the dangers of too great squeezing. 
When four to six lie in these beds, the heat of sickness peculiar to each 
disease merges into a common heat.” 


Hydrophobia, or rabies, was a common disease and those having it were 
classed among the insane. The insane were housed in a sort of basement 
and Tenon believed that they got along better in Winter than in Summer, 
for then it was very hot in their ward, which was over or near the kitchen 
fires and water heaters, while in the Winter the cold air, which freely 
entered their unheated rooms, cooled their blood and distempers. Everyone 
in the hospitals—patients, servants, and doctors—had the itch. “The ills of 
contagion are spread inside the hospital by the sick, servants, beds, linen, 
clothes, and latrines; outside, by the sick who go out almost always infected 
with the itch, by the clothes of the dead, sold each year without having 
been cleaned, by the straw and feather mattresses carried daily from the 
Hotel-Dieu to the Hospital of St. Louis. We disparage particularly the bad 
results of the spreading of the itch from the Hoétel-Dieu; something should 
be done about it.” 


Surgical wards must have been veritable chambers of horror, for recently 
injured patients, convalescents, and dying were grouped together indis- 
criminately—even in the same bed. The preparations for operations and the 
operations themselves, without anesthetics, were carried on in a small room 
adjoining the ward, so that the cries were distinctly audible to those wait- 
ing and those who had experienced similar trials. ““No trepan ever recovers, 
and many others who are operated upon die. The causes of this non-success 
are very evident.” The situation in the women’s ward was even worse, 
for there the operations were carried ®n in the ward itself. 


In the obstetrical wards, patients were placed four to six in a bed: “those 
about to be confined, those recently delivered, those in the second week, 
those who are sick and those who are not, communicating their ills to each 
other, greatly crowded, and their situation such that if one opens their beds, 
such a stinking hot vapor arises that one recoils and tries to protect oneself.” 

The mortality at the Hétel-Dieu was from 20 to 25 per cent.’ 
Maternal mortality following obstetrical delivery was, in the best years, 
one death for every fifteen deliveries,‘ and one child out of every thirteen 





%Mortality in Strong Memorial Hospital, 4 to 7 per cent—an improvement of 500 per cent, 
or one-fifth as many deaths, 





‘Maternal mortality. 
ROR IES MUPUIINUIRS TORI icc a hss ci ci ccccusacsvosscsavasenecsesece -...-1 death in 137 deliveries (1930) 
Rochester Municipal Hospital...-.....00.0............0.00000--- 8 deaths in 204 deliveries, 1 to 25 deliveries 
Three of these followed infection from self-induced abortions ; 
Two followed therapeutic abortions for patients in extremis; 
Two were from puerperal infection following delivery outside the - hospital. 
In the United States in 1920, for every thousand live births there were eight deaths from 
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was stillborn.’ 
Infant mortality was appalling. The following table of deaths of children 
admitted to the Hopital des Enfants Trouvés de Paris is a sample. 





Number of children received from Hotel-Dieu Provinces 

1,089 2,499 
Died in first month after entry..................-.-.-- 846—77% 1,501—60% 
Died in first year—additional 111 325 
I GI ics nde 29 135 
UID ctiiinictseticcatcencuinieebeicpeesicines 7 42 
Se ie CU I oasis erred 1 7 
Remaining at beginning of Sth year................ 96— 9% 491—20% 
NN isis inp saross ease ncclep aaeseceeinabaataabaidaiak 91% 80%* 


Out of 1,503 children born at the Hétel-Dieu, 1,304 went to the Found- 
lings’ Hospital. Of this number, four hundred died of “gelure” or “gelee,” 
i.e., a little less than one out of three. I cannot find out what this “gelee” 
of Tenon’s is. He believed it to have been caused by the cold, and since 
the children were born into cold, unheated rooms, this may have been the 
cause. From his description, however, erysipelas or impetigo is suggested. 


The figures given above show the mortality in what might be called 
good years. Frequently epidemics of such severity occurred that it was 
necessary to close the wards for a period. The epidemics of puerperal fever 
were especially terrible. In the epidemic of 1774-1775, seven out of every 
twelve women delivered were attacked—a morbidity of 60 per cent—and 
four out of every seven attacked died—a mortality of 60 per cent. 

Attendants were divided into those who resided outside the hospital, 
who, as Tenon notes, were usually much stronger and healthier, and those 
who lived in. Those living in did so literally, for they lived in the wards 
all puerperal causes, or .1-25; in Rochester, 1-156. Comparing the mortality at the Hétel-Dieu 
with the average mortality in the Strong Memorial and Municipal hospitals, even without 


adjustment for death due to infection outside the hospitals, the mortalities are as 1-15 and 
1-81, or an improvement of 500 per cent—one-fifth as many deaths. 











5Stillborn. 
Soares Wiemmowink Times anna cnc ck caitecck epertscemactees 1 stillborn out of every 27 births 
Rochester Municipal Hospital. eased es sis <2 ie ” 
In New York State............... sae se * ae = 
Be EC aicaseccancscagpricecetcrececcceanigebons aa ~ 3 ee = 
ee” Sg Ce ree a sas i e ee = 
te Re SRR SES ener ior Nee uone nn nae ? Ee Se - “if 





Comparing the stillborn at Hétel-Dieu of one to thirteen, there is an improvement of only 
200 per cent, or one-half as many stillborn. What an opportunity for improved prenatal care! 

°This appalling condition in foundling hospitals continued to the present century. As late 
as 1887, the mortality in such institutions in New York City sometimes exceeded 90 per cent. 
In the Foundling Hospitals of Europe, more or less under government inspection and control, 
60 to 80 per cent died before the end of the first year. In Boston, which had the best record 
of all, there was a death rate of 40 per cent of all infants received. 

Because of these conditions, the care of foundlings in the United States was gradually changed 
from care in hospitals to care under the direction of boards of child welfare, which placed 
the babies in selected homes in grcups of small numbers, seldom exceeding four babies in one 
home. At present few foundling hospitals exist in the United States. 

In Montreal the situation was as bad as anywhere else, but the problem was attacked not 
only through the placing of children in homes, but also through the founding, in 1887, of the 
Montreal Foundling Hospital. Painstaking care was bestowed upon the babies admitted, 
a special training school for instruction in nursing babies was established, and, as one of their 
annual reports states, “There is no discovery and no scientific appliance that the physicians 
of this hospital have not utilized insofar as their means allowed.’’ They have reduced the 
mortality in this hospital to from 3 to 5 per cent among 149-159 babies. 
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with the patients, “occupying the small beds and thus forcing the sick into 
the large beds.” 


The mortality among surgeons and attendants ranged from 6 to 12 per 
cent, whereas, Tenon remarks, “it should not ordinarily exceed 3 per cent.” 
What would a modern hospital staff think of looking forward to an annual 
mortality among their numbers of 3 per cent in the natural course of events! 
To care for the 2,688 sick in the Hétel-Dieu, there were 571 attendants, 
or one to every four sick. Now there are two persons required for every 
sick person. 

Evidently no means was provided to heat the wards, as he speaks of the 
fire hazard and of smoke irritating the lungs of patients, from the practice 
of carrying pails of live coals into certain wards. He also recommends the 
proper size of wards to be 90 feet long by 25 feet wide and the height 
to be from 12 to 16 feet, according to the use to which it is put. Less 
height than this “makes the wards smell bad and greater height makes 
them too cold.” 

Sanitary accommodations were almost nil. For the accommodation of 
583 sick and attendants there were five seats over a sewer, not flushed 
water closets. Here were emptied basins from commode chairs in the wards, 
for the use of patients too sick to go to the seats, basins from the operating 
rooms, pus basins, sputum basins, wash water, etc. The “odor is awful, 
permeating the entire place, and is separated from the surgical ward by a 
single door.” 

Such was the most famous hospital in Paris ! 





It is difficult properly to evaluate our own times. They may appear pro- 
gressive in the judgment of future generations, or the opposite. Each 
truth discovered by science marks one step forward in the march of civiliza- 
tion—sometimes a short step, sometimes a long one. As we review the 
discoveries of the last century and the results of these discoveries, as we 
compare these Eighteenth Century hospitals with those of the present day, 
we cannot but feel that real progress has been made. There is much more 
work to be done, our horizon widens as we ascend; still it is pleasant to 
stop once in a while, like one who climbs a mountain, to look back and 
see what progress has been made. And it would seem as though no part 
of civilization had advanced more than medicine and no part of medicine 
showed more striking advances than the development and improvement 
in hospitals in the last hundred and fifty years. 





The Caribbean cruise arranged in connection with the Association con- 
vention will be a wonderful vacation. 
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EMERGENCY HOSPITALS 
By E. T. OLsEn, M.D. 


Superintendent, Receiving Hospital, Detroit 


NE OF THE MOST PERPLEXING and important problems in the care of 
the sick is that encountered by hospitals in providing adequate 
attention in “emergency” or “accident” cases. 

Every community, large or small, has this problem to solve—and its 
solution is just as difficult in the small as in the large community. The 
situation is further complicated by the fact that this is the most costly 
service the hospitals are called upon to furnish, the most intricate and 
difficult to render efficiently; and that the recipients of this intricate and 
necessary aid are in many cases unable to pay for it, not infrequently un- 
willing to pay when amply able to do so, and too frequently seem to think 
it is their inalienable right to demand it of any institution to which they 
may be taken or go voluntarily. 

In many instances the municipality does not make adequate provision for 
the handling of such patients. This may be due in part to the fact that the 
municipal hospital is so located, by reason of the selection of the original 
site or by reason of the subsequent growth of the city, that only a part 
of its population can be served. The burden of providing the remaining 
necessary service in the uncovered territory therefore falls upon the private 
institutions in the various other parts of the city. These private institutions 
usually are not planned, constructed, or equipped for the purpose of render- 
ing such service. The imposition of very much of this work upon these 
private hospitals constitutes a burden which they can ill afford to bear. 

In the establishment of hospitals intended for the care of “emergency” 
cases the same factors which govern the establishment of other hospitals must 
be considered. Before proceeding with any definite plan for a hospital of 
any type for any community the service of a competent hospital consultant 
should be secured. This consultant should be a man of mature experience 
in actual hospital administration, capable of making a statistical survey of 
all of the external conditions which might affect the operation of the hospital, 
who would work with the architect in the preparation of the plans and 
supervision of the construction of the hospital until its completion, assist 
if necessary, in the selection of the personnel, and, on account of his pre- 
viously obtained valuable knowledge of general community conditions, even 
supervise the opening of the hospital and the establishment of a definitely 
organized plan for operation. 

Among the factors which must be given most serious consideration in the 
establishment of such a hospital are: 

The nature and extent of work to be done by the hospital—_This must 
be determined before selecting a site or preparing any plans and will 
require a careful study of the preliminary statistical survey pre- 
viously mentioned and a study of the work done by other hospitals in the 
community to prevent unnecessary duplication of work or the taking over 
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of burdensome activities of other hospitals which should properly be the 
function of the proposed hospital. Whether the hospital is to provide care 
for purely surgical accident cases or whether it is to bea“ general emergency” 
or “receiving” hospital must also be decided. A “general emergency” or 
“receiving” hospital will be called upon to care for every kind of accident 
case, general surgical, medical, mental, alcoholic, and occasionally obstetrical 
cases, and would be required to provide immediate subsequent hospital 
facilities and care for patients seriously injured or ill and especially for 
those unable to pay for care elsewhere after first aid treatment had been 
furnished. 

Such facilities should include the provision of separate accommodations 
for men, women, and children, and in certain sections of the country for the 
segregation of white and colored patients. Special provision must also 
be made in such hospitals for the care of psychopathic and alcoholic patients, 
who are generally refused admission to private general hospitals on account 
of their lack of facilities and their inability to furnish the service required. 
These cases occur in and are a serious problem of every community. They 
are real “emergency cases,” requiring actual and immediate hospitalization 
and not custodial police care. So-called “drunks” with apparently slight 
injuries have died in police cells without medical attention and suddenly 
or temporarily demented persons are a menace to themselves and to public 
safety. The proper immediate care of these cases is a community respon- 
sibility which must be assumed adequately. 

If an out-patient service or clinic is to be maintained in connection with 
the hospital, provision should be made for ample facilities. 

Financing of the hospital—Shall it be financed by the municipality, by 
community support, private subscription, or otherwise? In any event 
adequate provision must be made for continuous maintenance or for sufh- 
cient endowment to insure practically complete support for such a hospital. 

Selection of the site—In this connection accessibility of the hospital from 
all parts of the community to be served is essential. Industrial accidents 
in this day of accident prevention observance are less numerous than those 


occurring on the public highways and from other causes. Industrial plants 


of any size usually also maintain their own first aid service, and need not 
always, therefore, be given exclusive consideration in the selection of the 
site for the hospital. 

Probable future growth of the city and need for additional hospital 
facilities are important factors. The possible direction of such growth, 
continued maintenance of accessibility to the hospital, and possible changes 
in the nature of the territory surrounding the proposed site (whether it is 
destined to be residential, commercial, or industrial, etc.) should be borne 
in mind and given careful study in the preliminary survey. 

Future needs should also be anticipated by acquiring sufficient land at 
the time of the original purchase to permit of further construction and 
expansion of the hospital. 

Size of the hospital—The preliminary statistical survey will determine 
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the needs of the community and the size of the first unit to be built. It is 
not an uncommon occurrence to find, upon completion of the first unit 
of a hospital, that the demands upon it exceed its capacity. This should 
be carefully guarded against. 


Character of the building—In a general way the architecture of the 
building should conform to type of the general style of architecture of 
the community, avoiding features which would add to the cost of con- 
struction or to the expense of maintenance without adequate increase in 
utility. The original unit should be so planned as to permit of additional 
subsequent construction to provide for increased capacity and expansion 
of work without affecting the utility of the original unit. 


Personnel and staff—The personnel of an emergency or receiving hos- 
pital should be exceptionally well qualified and carefully selected. The 
professional staff should be composed of the best men in the community 
and the administrator and other employees experienced, intelligent, and able. 
The public demand upon a hospital of this nature is exacting—sometimes 
unreasonable—and unjust criticism common. Only with a well trained and 
carefully organized personnel can a good reputation for such a hospital 
be established and maintained. 

The city of Detroit furnishes a striking example of how the fourth 
largest city in the United States has met the problem of furnishing the 
highest type of emergency, medical, and surgical care and hospital service 
for all classes of cases and for the city’s unfortunates. 

This work is conducted by the department of public welfare through 
three definitely organized divisions: 


Detroit Receiving Hospital 
The Social Service Division 
The City Physicians’ Division 

Receiving Hospital is Detroit's emergency hospital. It is located close 
to the business center and about a mile from the southern extremity of the 
city, and is easy of access through the main arteries of travel from all parts 
of the city. The hospital was establishd in 1915 for the purpose of caring 
for accident or injury cases, the temporary hospitalization of the mentally 
disturbed, and medical and surgical care of the indigent. The first unit 
consisted of one hundred beds. A second unit was constructed in 1921 
and a third unit in 1927. The present normal capacity of the hospital is 
650 beds, but the average daily census during the past year has been over 
seven hundred patients. 

The population of Detroit at the time of the establishment of Receiving 
Hospital was approximately 675,000. The 1930 census gives it a popula- 
tion of over 1,500,000. Despite this enormous increase in population and 
the growth and expansion of the city, by reason of the excellent judgment 
exercised in the selection of the site, the hospital continues to serve the 
entire city admirably. This is due to the fact that the city, as was anticipated, 
had its growth in a fan-like direction from the business center, and to the 
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fact that the hospital continues to be easy of access through the main 
arteries of travel from all parts of the city. 

The emergency department of Receiving Hospital is located on the first 
floor and at one end of one wing of a U-shaped building, with the entrance 
opening on a large court leading directly to the street. A large covered 
loading platform, not visible from the street, and with the floor on a level 
with the floor of the ambulance, permits the easy transfer of patients 
from the ambulance to the cart or wheel chair. A separate ramp also 
permits carts or chairs to be taken to the side of other vehicles which 
cannot be backed to the platform. Entrance to the emergency lobby is 
through a sliding door and then through double swinging doors to the 
emergency department proper. The lobby contains ten stretcher carts 
and ten wheel chairs ready for use. The emergency department contains 
the admitting office, social service office, six completely equipped examining 
and treatment rooms (two large enough to care for four cases), sterilizing 
room (for dressings, water, instruments, etc.), bath slab, utility room, 
supply room, splint room, orderlies’ room, and waiting room (for friends, 
etc.). The emergency department is a complete unit, both as to equipment 
and personnel, and is prepared to care for any number of cases at one time. 
I have seen seventy-five cases brought from the scene of one disaster in the 
middle of the night cared for, treated, and disposed of in one hour and 
ten minutes, including the safeguarding of clothing and a large amount 
of valuables, without the loss of a single article. 

A continuous twenty-four hour service is maintained in this department with 
three shifts of employees. The personnel consists of a supervising nurse, 
a surgical resident physician (residents on other services available and on 
call if needed), two interns, three admitting clerks (graduate nurses), three 
general duty surgical nurses, two maids, three orderlies, one porter or 
cleaner, and two police officers detailed from the police department. 

First aid is furnished to everyone applying for treatment. Cases requir- 
ing hospitalization are put to bed at once and without question as to their 
financial status. If found on subsequent investigation to be able to pay 
for professional service and hospital care, or at the desire of relatives or 
friends, they are removed to private hospitals or to their homes within 
twenty-four hours, or as soon thereafter as their condition will permit, 
and when able are also required to pay for such service as may have been 
rendered. No pay patients, as such, are admitted to Receivirig Hospital. 

X-ray work, blood transfusions, imperative surgery, or any other service 
necessary is available at all hours of the day or night. Patients with head 
injuries or suspected skull fractures are advised to remain in the hospital 
for twenty-four hours and are x-rayed before discharge. Antitetanus serum 
is administered routinely in all cases of open wounds. All acute alcoholics 
with evidence of head injury are hospitalized for twenty-four hours and 
then returned to the police department. Chronic patients with chronic 
ailments are transferred to the county infirmary at Eloise, as also are cases 
in which convalescence is protracted. Mental or suspected mental cases 
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are hospitalized for a period sufficiently long to determine definitely their 
mental status. If further custodial care is found necessary they are 
committed, by due process of law, and transferred to state institutions. . 
Other cases are released to relatives or friends. 

Receiving Hospital cares for about 90 per cent of the accident and 
emergency cases brought to hospitals in the city of Detroit. 

A survey of the emergency cases brought to Receiving Hospital during 
the month of December, 1927 shows that the majority of accidents occur 
in the most congested portions of the city. Twenty-four per cent occurred 
inside a one-mile radius from the hospital and 57 per cent inside a two-mile 
radius. The distance incidence in this series of 2,937 accidents as shown 
by this survey was as follows: 


Tenet the cocme-tiie waitin oii csi Beene, 992 
ESO-IIG Tattle es ee 667 
thice aisle: pases: hc et ee 353 
FOU Ine Fats on a 250 
ieue-peile S20Ntie Ss eo 
GINS Tan oe ee ee 339 


and between the six- and ten-mile radius, only 339 cases. The reason for 
the increase in the five- and six-mile radius is due to the fact that at the 
five- and six-mile points we have a through highway with unusually heavy 
trafic. Of these 2,937 accident cases 745, or approximately 25 per cent, 
required hospitalization. The remaining 2,192 were given first aid and 
sent home. , 

While there are other hospitals within this area and possibly at points 
nearer the scene of many of these accidents, the facility with which Receiv- 
ing Hospital may be reached, the immediate readiness of every kind of 
service for emergency cases, and the absolute lack of delay in the final 
disposition of any case cause this large percentage of work to be brought 
to Receiving Hospital. 


A further tabulation of 2,192 of these cases shows the injuries to have 
been incurred as follows: 


Fa OID. Lees I Mere) ERE aS 339 
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NE TN oa hrctncechkcien on osiiincnpiaabendeaianenn 14 
IG a cacisccisisacsitnersennchaaierecada-ccmnatelaneiah deison el aaanoaipatibedia 22 
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The above tabulations of the work for the period mentioned, making 
slight allowance for seasonal variations in the cause of accidents and for 
a considerable increase in the number of cases cared for since that time, 
are a fair cross section of our work at the present time. 

The ambulance service for emergency or accident cases is maintained 
by the police department. Every police station in the city has its ambu- 
lance. In addition, on account of the general knowledge possessed by 
the public regarding our emergency service, large numbers of cases are 
brought to the hospital by taxicabs and private conveyances for emergency 
treatment. 

The department of public welfare also maintains a staff of city physicians, 
independent of the activities of the board of health, under the direction 
of a supervising city physician. This corps of physicians responds to all 
calls for medical assistance, night or day, from persons unable to pay for 
the same or for any other reason unable to secure necessary medical attention 
promptly. If after investigation such persons are found to be able to pay, 
attention beyond the first call is not furnished, but all such cases as require 
hospitalization are immediately transferred to hospitals, regardless of their 
ability to pay. The department also maintains three ambulances, stationed 
at Receiving Hospital, for moving such cases from their homes or for trans- 
ferring convalescent patients from Receiving Hospital to their homes. 

The city physician maintains an out-patient department in the hospital 
building and also at ten other welfare stations in different parts of the city. 

Because the demand for hospital service by the indigent is beyond the 
capacity of Receiving Hospital, a large percentage of the cases hospitalized 
by the city physician’s office are sent to and cared for in private hospitals. 
The city of Detroit pays for the care of these patients at a stipulated rate. 
The city also pays for the hospital care of emergency cases admitted to 
private hospitals who, on investigation by our own social service department, 
are found to be indigent. At the present time, on account of general eco- 
nomic conditions the daily census in private hospitals is over five hundred 
city patients. Under normal conditions the number ranges between two and 
three hundred patients. The professional care of these patients is furnished 
by the staff of the respective hospitals, without any additional charge. 

Branch hospitals for emergency service——Only in exceptional instances, 
where a large number of serious accident cases occur in a given area with no 
other hospital service available and where the distance and time consumed 
in bringing the patient to the hospital are so great as to endanger life, 
would the establishment of municipal emergency hospitals be deemed 
necessary or justifiable. The cost of establishing and maintaining such 
hospitals is unreasonably high in proportion to the actual benefit to the 
public. Such a situation, however, has been very well met in Los Angeles 
county, California, by the establishment of a number of health centers at 





American Association of Hospital Social Workers (semi-annual meeting), 
New Orleans, October 20-24. Reduced rates on all railroads. 
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strategic points, by the board of health. At these centers, in addition to 
the usual health activities, first aid service is also furnished and cases re- 
quiring hospitalization are subsequently transferred to the hospital in the 
city. The medical attendance at these centers is furnished by the medical 
men of the immediate vicinity who, by reason of their acquaintance of the 
people of the community, are enabled to control abuse of the free service. 

The city of Detroit established a branch hospital of forty beds in the 
extreme northwest portion of the city for the benefit of that community. 
This was deemed advisable on. account of the lack of other hospital facilities 
within a reasonable distance and because of the large number of accidents 
occurring on heavily traveled roads. The local medical men constitute the 
professional staff and they are also accorded the privilege of hospitalizing 
a limited number of their private patients at the same rate paid by the city 
for the care of its patients in other private hospitals. This hospital is 
filled to capacity constantly and while the cost of maintenance is high, the 
service rendered in this class of case is of inestimable value. 

The following figures will furnish some idea of the work done by Receiving 
Hospital (Detroit Municipal) during the year ending December 31, 1929: 


Total budget (operating expenses).............2...-...-.. $1,218,802.95 
"Ramen | age TO CU aia och centage 232,244 
I accessing a nines etocantion sacs Sataglas $5.25 
Average days’ hospital care per patient ................ 11.3 
Total number of hospital patients treated............ 20,434 
Total number of emergency cases................------- 37,883 


Receiving Hospital also maintains an out-patient department for the after- 
care and follow-up treatment of discharged hospital patients and for teaching 
purposes for the Detroit College of Medicine and Surgery, with which the 
hospital is affliated. The patients treated in this department during 1929 
numbered 25,872. 
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BLOOD TRANSFUSIONS AND DONORS!’ 


By E. H. Lewinski Corwin, PuH.D. 


Director, Hospital Information and Service Bureau 
United Hospital Fund of New York 


LTHOUGH THE TRANSFUSION of blood is not a novel therapeutic proce- 
dure, it has assumed a major importance in medical practice only since 
the Great War. References to blood transfusions are found in the writ- 

ings of ancient Egyptians, Greeks (the seventh book of Ovid), Romans, and 
others and it is known that Pope Innocent VIII received blood from three 
youths in 1492, all of whom are reported to have died after the operation. 
A description of the technique of transfusion was given in fair detail by 
Andreas Libavius of Halle in 1615, nineteen years before the publication of 
Harvey’s treatise on blood circulation, although the first authentic reference 
to transfusions in medical literature is attributed to Magnus Pegelius (1593). 

Jean Baptiste Denys, of Montpellier, physician to Louis XIV, is usually 
credited with the performance of the first successful blood transfusion, 
which occurred on June 15, 1667, when he transfused nine ounces of 
arterial blood from a sheep to a sufferer from repeated bleedings and both 
survived it. There exists an account of successful transfusions in man, 
performed during the same year by Dr. J. D. Major, professor of medicine 
at Kiel, Germany, and by Drs. Lower and King in England. The intro- 
duction by Blundell of the syringe for transfusion of blood from vein to 
vein stimulated activity in this field in England. Paul Scheel in his book 
entitled Die Transfusion des Blutes und Einspriitzung der Arseneyen in die 
Adern, published in 1802, traces the story in considerable detail. 

The reason transfusions did not become popular prior to our time was 
that the operation resulted fatally in about 50 per cent of the cases, because 
of sepsis and because of curdling and clotting of the blood. Aseptic sur- 
gery since the days of Pasteur and Lister has overcome the first handicap, 
and the use of defibrinated blood and later on of citrates, the second. The 
first transfusion of citrated blood by Agote in Buenos Aires was performed 
on November 14, 1914. This greatly simplified the procedure. Simulta- 
neously and independently this method was developed by several other 
investigators—Hustin, Weil, and Lewisohn. Almost at the same time the 
method of transfusion without the admixture of anticoagulant (unmodified 
blood) was perfected. Crile, Elsberg, and others perfected the devices for 
direct transfusion. The modern technique was well launched but the difh- 
culties were not yet solved, and it was the epoch-making discovery of a 
Viennese doctor, Karl Landsteiner, now at the Rockefeller Institute for 
Medical Research in New York City, that furnished the key to the situation. 
Prior to this discovery in 1900 and 1901 it was thought that the blood of 
each species was uniform: the discovery of four types of human blood 
with distinct agglutinative tendencies was a revelation. Although Dr. 


Read before the Sixth Annual Conference of the Hospital Association of the State of 
New York, Coney Island, May 8, 1930. 
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Landsteiner called attention to the importance of his discovery for blood 
transfusions, it found its first practical application in anthropology and 
in medico-legal matters, such as the establishing of paternity. Discuss- 
ing this discovery of four blood groups, Laurence H. Snyder makes 
the following remark, which is well worth repeating: “Like many other 
discoveries destined to become milestones in human progress, Landsteiner’s 
findings were practitally unnoticed for years:” The World War gave to it 
its proper recognition. The warring conditions did not afford opportunities 
for experimentation in the modern technique of blood transfusion in 
Europe until the arrival of the American Expeditionary Forces brought it 
to the attention of the Allied medical staffs as beneficial in cases of hemor- 
rhage and wound shocks. Since that time blood transfusion has been 
found applicable to wasting anemias and a number of other diseases, and 
for pre- or post-operative shocks. 


The Blood Transfusion Betterment Association, which has been estab- 
lished in New York City and with which my address chiefly deals, will, 
in my estimation, come to be recognized as one of the most important 
protective influences brought into existence in this community during 
a long period. Even physicians and hospital executives do not appreciate 
the aggregate extent of blood transfusions in this city annually, and the 
number grows continuously. No definite statistics are available, but the 
Hospital Information and Service Bureau of the United Hospital Fund of 
New York has attempted to gather the facts on the basis of such definite 
information as is available. From the figures at hand the estimate can be 
made that approximately eleven thousand transfusions were performed in 
New York City in 1929. Allowing 400 c.c., or about a pint, as an average 
for each transfusion, the amount of blood transfused was about five thousand 
quarts in one year. 

To the British Red Cross goes the credit for having organized the first 
volunteer blood transfusion service. Exclusive of the private nursing 
homes, sixty-eight hospitals of London had membership in this association 
in 1926. Since that time the service has undoubtedly grown, but more 
recent statistics are not available. I may add, however, that the last printed 
report in my possession, namely, that of 1926, is a masterpiece of detailed 
presentation of the problems involved in blood transfusion service and 
the end-results obtained in the enormous number and variety of cases in 
which it was invoked. I recommend most heartily your careful perusal 
of this report. 

Realizing the lack of appreciation of the numerous fine points in con- 
nection with the blood compatibilities, and the seriousness of improper 
selection of donors, the Co-operative Blood Donor Agency was organized 
two years ago in New York City, chiefly through the efforts of Dr. Arthur 
F. Coca. At first this agency functioned in conjunction with the New York 
Hospital, but it was soon made into an independent organization, although 
there has always existed a close and helpful working arrangement with 
the laboratory of the New York Hospital. It has demonstrated the need 
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and practicability of a high grade scientific intermediary between the donors 
and the hospitals. The Public Health Relations Committee of the. New York 
Academy of Medicine and the Hospital Information and Service Bureau 
of the United Hospital Fund took cognizance of the situation and invited 
the hospitals to take over this service as their own responsibility. The 
department of health was apprized of the need of some regulation in this 
important field of modern therapeutics. Rules and regulations of agencies 
and donors have been prepared which are now under advisement at 
the health department and are to be promulgated soon. Meanwhile, the 
New York state legislature passed a law which became effective April 4, 
1930 and provides for the licensing of all blood donor agencies and for 
the personal identification of professional donors throughout the state 

The formation of the Blood Transfusion Betterment Association, Inc. 
was inspired by the above mentioned service created by the British Red 
Cross in London and became a reality because of the support the idea 
received on the part of the executives of the larger hospitals of the city. 
The purposes and objects of the association, as stated in the certificate of 
incorporation, are: “the advancement of the science of blood transfusion; 
the furnishing of voluntary aid, exclusive of medical or surgical service or 
advice, to persons in need of blood transfusions; the classification of pro- 
spective blood donors and the collecting of information in regard to the same; 
the studying of the practice of the transfusion of blood in general; the con- 
ducting of investigations, experiments, and researches generally to improve 
blood transfusion; all of these purposes being for the conservation of the 
public health insofar as it is related to the use of blood transfusion as a thera- 
peutic measure; and the maintaining of a general organization to carry 
out the above purposes without pecuniary profit.” 

There are two classes of membership—active and associate—the differ- 
ence being in the size of the fee and in the fact that the active members, 
having a vote in the association, annually choose the board of trustees, 
which is the governing body. Two members of the board of trustees are 
ex-officio, one representing the New York Academy of Medicine and the 
other being the chairman of the board of medical control of the association. 
The responsibility for all the medical policy is placed in the board of 
medical control, which meets monthly. One member is chosen from this 
board to serve as the active medical director for a period of six months. The 
present plan provides that the medical director shall change every six 
months. This policy, however, may be changed should the association have 
the funds necessary to pay a fulltime medical director. As the volume of 
work and of research increases, such a person will have to be provided. 

For the selection and monthly re-examination of blood donors two offices 
are being maintained, one in Manhattan and one in Brooklyn. The men 
(no women accepted) are selected primarily on the basis of their physical 
health and the condition of their veins at the elbow, but also on the basis 
of their appearance, character, accessibility by telephone day and night, and 
ability to respond to a call whenever-made. About 25 per cent of the 
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applicants are rejected for health or the other reasons, which include, as 
said above, non-availability at all times, lack of reliability, unprepossessing 
habits or unpleasant personal appearance, and the like. The fact that there 
are no women donors in the service at times creates difficulties. I have in 
mind one spinster lady who insisted upon a female donor, refusing to be 
contaminated by masculine blood. The association now has on its list a 
sufficient number of donors to supply the major part of the demand of the 
hospitals of the city, and is ceaselessly recruiting new men. The present 
donors divide themselves roughly into the four major blood groups in the 
following proportions: 


O A B AB 
52% % 32% % 11%% 4% 





This corresponds fairly well to the distribution of the blood groups in 
the population, although each racial element has a different percentage 
distribution of blood groups. Very interesting anthropological data were 
published in the last decade bearing on this point. The farther east one 
goes in Europe the larger becomes the percentage of the rare groups. 

To designate the four blood groups there exist three distinct designations: 
the Jansky, the Moss, and the International. This leads to confusion and 
may sometimes have disastrous consequences. Scientists agree that the Inter- 
national classification, or the O, A, B, and AB designation, is the most 
practical and should be universally adopted for safety’s sake, if for no 
other reason. 

A distinct advantage of a large blood donor service is that it has available 
an adequate supply of donors of the rare groups. No individual hospital 
could achieve this when it maintained its own list. There is more likelihood 
of obtaining the desired donors of the rarer blood groups when the number 
of donors registered is very large than when it is limited, and there is 
more opportunity to distribute the work among the several donors within 
each group, thus protecting their health by not subjecting them to too 
frequent bleedings and also assuring the recipients of a better quality of 
blood. In this connection I wish to stress that the association adheres 
scrupulously to the policy of supplying the type of donor called for, but 
when the supply of rare donors is exhausted the medical director may suggest 
to the physician or the hospital making the request that substitution be made 
of a donor from another group who has been shown to be safe for the 
purpose. On such occasions it is the practice to use a donor of group O, the 
so-called universal donor. It was formerly believed that the universal donor 
could safely be used for any transfusion but more recently it has been dis- 
covered that certain of these men have in their serum agglutinins for group 
A or B, or both, in such concentration that their use for any patient outside 
of their group would be followed by most unpleasant, if not danger- 
ous, consequences. These “dangerous” universal donors can be detected by 
means of the quantitative compatibility test, and all the group O donors on 
the list of the service have been so tested and identified as “dangerous,” “safe 
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for group A,” or “safe for group B,” as the case may be. The existence of 
these dangerous universal donors is at times unknown to the average prac- 
titioner and for that reason when someone asks for a “universal donor” it is 
essential to ascertain whether the patient has been grouped. If the group 
of the patient is unknown, then only a group O donor who has been tested 
and found safe for both groups A and B is supplied. 

From time to time instances are reported in which there has been difficulty 
in finding a donor whose blood appears to be wholly compatible with that 
of the patient. It is generally reported that a number of donors have been 
investigated, all of the same group as the patient, but that in every instance 
direct matching shows an incompatibility. These cases are investigated by 
the technical staff of the service and it is usually found either that there 
has been an error in the grouping of the patient or that they are dealing 
with an instance of the presence of so-called “cold” agglutinins. These 
agglutinins occur rather rarely but nevertheless with sufficient frequency 
to be a good deal of trouble to the serologist. They cause an agglutination 
of any red cells when the temperature of the mixture falls sufficiently low 
and this clumping is broken up when the temperature is raised to that of 
the body. I claim no right to speak with any authority on this highly 
technical subject. I am presenting all these facts chiefly and solely to make 
all of you realize the complexity of the situation and the utmost necessity 
of taking every known precautionary measure before the performance of 
a transfusion. 


The Blood Transfusion Betterment Association has undertaken to supply 
to member hospitals and physicians high titered serum for grouping purposes, 
at cost price. These sterile sera are diluted 1:2 and distributed in rubber 
stoppered test tubes in quantities of 2 c.c. and 1 c.c. at $2 and $1 respectively 
for each tube for member hospitals. Non-member hospitals and physicians 
may obtain these sera at a price of $5 for each cubic centimeter. One cubic 
centimeter of this diluted serum is ordinarily sufficient for about fifteen 
groupings. The association also offers the facilities of the laboratory for 
direct blood matchings and for research work in baffling cases. Dr. Land- 
steiner, the above mentioned discoverer of the blood groups, who is now 
associated with the Rockefeller Institute and is a member of the board of 
medical control of the association, has expressed his willingness and readi- 
ness to do all research work in connection with the problems which might 
be brought to the association by member hospitals. The association has 
now in preparation a booklet which will be distributed to hospitals, giving 
some information of fundamental importance to all concerned in the matter 
of transfusion, which will answer many questions that arise concerning 
the details of the work. 

The donors deserve all consideration. The hospitals sometimes do not 
afford them a full measure of it. The modern technique is such that there 





The commercial exhibits will be unsurpassed. The educational exhibits 
will have some unusual features at this convention. 
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should be no tearing of the vein and no infection. Unfortunately, these 
things happen and one of the donors is at present considering action 
against a hospital for injury sustained. 

The donors should be paid in accordance with the amount of blood with- 
drawn at the rate of $10 for 100 c.c., and in no event less than $25. 

In unusual emergencies the donor is compelled to take a taxicab. This 
expense (when authorized by the association’s agent) should be paid by the 
patient or hospital. If a donor who belongs to the group called for is sent 
and not used for any reason for which he is not responsible, he should be 
paid the sum of $2.50. 

In this short address of mine I am unable to give more than I have done, 
but any questions of administrative or scientific character will be handled 
by the proper officers of the association. In view of the fact that the 
association has no endowment, its larger aims can be achieved only with the 
co-operation of all the hospitals and the medical profession of this city, and 
with the aid of philanthropic donations, which I hereby bespeak and solicit. 
It is hoped that the experience of the association may lead other cities in 
the country to organize similar services for the greater safety and precision 
of the work of our hospitals. 


em eee 


Constructive thinking initiates broader action. It is a process of self- 
education, and insures energetic action of the most valuable kind, and 
energy after all is the real secret of success. Try this plan on the next seven 
things you are required to do, and then note results. 
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By Asa S. BACON 
Superintendent, Presbyterian Hospital 
Chicago 

HE PRIMARY FUNCTION of a hospital is to care for its patients. To do 
I this every hospital provides, as well as it may, expert medical and 
surgical attention, good nursing, proper food, routine laboratory ser- 
vice, and all that. But the activities of most hospitals, especially those con- 
nected directly with medical schools, extend much farther than the immediate 

care of the sick within their doors. 

At present a large number of hospitals carry on the training of nurses 
and the teaching, in some degree at least, of interns; in many cases perhaps 
it is true that the latter work is more or less incidental. But some hospitals 
have assumed very definite responsibilities with respect to medical teaching. 
This is true of the many hospitals throughout the: country affiliated with 
medical schools and universities. At this time no discussion is necessary 
to justify such arrangements—they have proved to be of great benefit to 
the patients in these hospitals. 

As practical’ medicine cannot be taught except in hospitals, and as our 
children’s children and their children will need well trained physicians, it 
certainly is a great privilege for a hospital to be an integral part of a prov 
gressive medical school and thus discharge two precious duties to humanity 
at the same time. But a hospital has still another main function, and that 
is to do the most that it can to increase our knowledge of disease and to 
discover better means of treatment through the systematic, continued work 
of members of its staff. Much more stress is being laid on this last function 
of the hospital now than was formerly in this country. We are no longer 
satisfied with things as they were (and still are, in large measure, in this 
respect), and instead of being boastful we are now apologetic, as the con- 
ceptions of the functions of the complete hospital have enlarged very much 
during recent years. 

Fifty years ago the idea that research should be a recognized function of a 
hospital, especially in one in which medical teaching was conducted, had 
not assumed any definite form at all. This is shown by the primitive nature 
of some of the arrangements in the buildings and equipment. Such defects 
have been remedied in later construction. The staffs in our hospitals are 
more compactly organized on continuous service, and, owing in no small 
degree to their affiliations, conditions in many cases are now more favorable 
for certain kinds of clinical research—indeed, truly admirable work is being 
accomplished in some fields and the research spirit is strong, as evidenced 
by the work produced and, very strikingly, by the fact that among the most 
successful investigators of to-day are some interns from our hospitals. 

These, then, are the three fundamental functions of the complete hos- 
pital: to care for the patients, to teach, and to investigate. This trinity of 
functions is inseparable in the sense that no one function can be neglected 
without some, and frequently very serious, impairment of the other two. 
Thus, recalling again the very obvious fact that the student of to-day is the 
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physician of tomorrow, it requires no argumentation to establish the neces- 
sity that the clinical standards set before him at the bedside in the hospital 
must be the very highest and best. 

Manifestly, ideal teaching of students immediately tends to benefit directly 
the individual patient. When the clinical standards are inferior both patient 
and student suffer and investigation is frustated. On the other hand, in the 
hospital in which clinical research flourishes the conditions are most favor- 
able for the other activities.. Here if anywhere will be found the physicians 
who are competent and equipped with the facilities to test promptly and 
make use of any and all advances and discoveries in medical science. The 
ability to interpret and apply new discoveries and new methods in a 
particular field of practical medicine is, of course, best developed in the man 
who is himself an active and productive worker in that field. You see at 
once of what tremendous importance to the individual patient such service 
may be. 

In these days we have such frequent demonstration of the immediate 
benefits of research in diagnosis and treatment that we may do well to take 
a real personal interest in its advancement. Taking the broader point of 
view, it is self-evident that if medical science is to progress and become 
more and more useful to the human race, that if steady advances are to be 
made culminating now and then in discoveries of practical value, it is 
essential that knowledge should continue to grow by accretions, large and 
small, from the faithful labors of many. It is in work of this kind as it 
relates directly to the practical branches of medicine that the hospital must 
take a much larger and more active part than it has in the past. ° 

To make the hospital an effective center of continued research is a 
complicated problem intimately connected with problems in medical educa- 
tion, the full solution of which lies in the future. But already development 
has carried us to such a point that we now recognize that in order to fulfill 
the three functions of the hospital it will be necessary for an increasing 
number of highly trained and gifted men to work within its walls con- 
tinuously at clinical research. 

At all events, no one can doubt that it is of the very greatest importance 
to the progress of clinical research and teaching that the young physicians 
in our hospitals and schools who show signs of being endowed with in- 
vestigative talents and instincts be protected as much as possible during 
their formative periods from the distracting and often directly sterilizing 
effects of success in practice, and given opportunity to develop into masters 
in modern clinical medicine, and yet be free to give their best time and 
energy to productive work. Here is need for money, not for any monu- 
mental material embodiment, but to maintain and increase the finest thing 
our hospitals can have, namely, active, continuous research in all its 
departments. 
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CAN THE 35 PER CENT VACANT BEDS OF 
GENERAL HOSPITALS BE USED FOR 
RESEARCH, DIAGNOSIS, AND 
TREATMENT OF THE 
MENTALLY ILL? 


By J. ALLEN JAcKson, M.D. 


Superintendent, Danville State Hospital 
Danville, Pennsylvania 


UCH A QUESTION was presented at the recent meeting of the Pennsylvania 

Hospital Association at Pittsburgh, and it was pointed out that if such 

beds were made available by the general hospitals, the hospitals would 
render a real community service of humanitarianism, realize considerable 
financial returns from beds which now represent a total loss of income, 
and bring about savings to the taxpayer. 

The question’ was based on definite statements and figures presented in 
The Journal of the American Medical Association (“Hospital Service”) as 
follows: 

“Nervous and mental hospitals, including hospitals for the insane, are 
growing far faster than all other types of hospitals combined. There are 
just nine more nervous and mental institutions than there were two years ago; 
but in that period their total capacity has increased from 373,364 to 414,386 
and the average number of patients and inmates has grown in the same 
period from 349,667 to 395,407. If the present rate continues, and there 
is no apparent reason for thinking it will not, by 1934 we will have more 
than one-half million persons in our nervous and mental institutions. This 
situation most seriously challenges the government and the people of the 
United States.” 

Again we read: “The rate of occupancy of beds constantly in use was 
65.5 per cent, the lowest since the annual census of hospitals was begun 
nine years ago.” In other words there was an average number of vacant 
beds in hospitals, if satisfactorily appropriated to the early treatment of the 
mentally ill, to provide sufficient bed space for the increase in these groups 
(approximated increase, 500,000 less 414,386 — 85,614) for the next four 
years and still show a surplus of 94,753 yet in reserve for other hospital 
activities. (See Hospital Service Report—bed capacity 907,133, average 
patients 726,766.) When we study these tables further we find that the 
general hospitals alone have sufficient beds to take care of this increase 
(85,614) and still have available 37,411 beds. (See Tables General—bed 
capacity 357,034, average patients 234,009.) 

The situation confronting the hospital leaders in all fields, regardless of 
whether they have sufficiently guided the public in erecting general hos- 
pitals, or whether the communities have given heed to their advice, is that 
they find themselves the possessors of approximately 161,391 empty, non- 
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revenue producing beds. (The efficiency of hospitals in reducing the average 
patient case from eleven to seven days is also reflected in vacant beds.) 
However, as the guiding hands of the public in hospital matters, what have 
they to suggest to make these beds income-producing ? 

In answering this question they may bear in mind that there is a great 
need on the part of the mentally ill. Can some plan, therefore, be worked 
out that is feasible, practicable, and satisfactory to all parties concerned 
whereby such beds may be used for a very definite percentage of the ever- 
increasing mentally ill, and what percentage of these cases could be adapted 
to general hospital treatment ? 


IS THE PLAN FEASIBLE AND PRACTICAL ? 


The great strides in mental medicine, the results of treatment in neuro- 
psychiatric departments of hospitals, the clearer classification of the mentally 
ill, the mental clinics in general hospital districts, and the close co-operation 
of the general hospital and the mental hospital in each district place the 
feasibility of the plan beyond the shadow of a doubt. That such a scheme 
is practical has been very definitely proved in certain districts in Penn- 
sylvania where the general hospitals are co-operating with the mental 
hospitals. 

SUGGESTIONS AS TO PROCEDURE 


We have one or two avenues of procedure. First, we may set aside a 
small section in its entirety as a neuropsychiatric unit, or, second, we may 
set aside a small dormitory in some quiet place on the first floor, with 
additional rooms for private patients. The feeders for such departments in 
large cities would be specialists in neuropsychiatry and the neurological 
dispensaries. In the rural districts the feeders would be the mental clinics 
in these districts, as well as the general practicing physicians. The clinical 
director in charge of the mental clinics makes consultation and supervision 
of treatment of such cases available to the practitioner, which enables 
him to direct the treatment during hospital care. 


TYPES OF PATIENTS 


Those patients suffering from neuroses, psychoneuroses, and mild psy- 
choses, not complicated with suicidal, homicidal, refractory, or incendiary 
tendencies, would necessarily constitute the type to be treated, particularly 
when the illness is due to malnutrition and associated physical diseases and 
when a period of rest and change of environment is highly essential. The 
duration of treatment may range from overnight to not more than three 
months’ hospitalization. To think of some of these poor unfortunates who 
may be forced to spend a night in jail or a greater length of time in some 
gloomy almshouse, awaiting mental hospitalization, is like an evil dream. 


FACTORS TO BE CONSIDERED 


First, one should ascertain the state rulings and regulations if necessary 
concerning such an arrangement for caring for the mentally ill. Second, 
the power of admissions and discharges should be in the hands of the 
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hospital authorities, since it is assumed that no hospital would demand 
removal except on justifiable grounds. The question of pay for indigent 
patients would also have to be worked out with the state, county, or muni- 
cipal authorities. The question of pay cases could be handled by the hospital 
under its usual procedure. 

ADVANTAGES 


All arguments, therefore, seem “for,” if properly planned, and none 
“against,” the hospital thereby rendering a real humanitarian community 
service, with these advantages to itself: (1) income in revenue; (2) addi- 
tional facilities for teaching nursing of the mentally ill, in which they are 
now woefully deficient; (3) additional experience for the intern in his 
pursuit of medical knowledge. To erect beds at $3,500 per bed, to care 
for the ever increasing number of mentally ill, will lessen the burden 
imposed upon the taxpayer. 

CONFERENCES NEEDED 


The subject is pertinent indeed and at least would form a justifiable 
conference between the American Hospital Association and the hospital 
committees of the American Medical and American Psychiatric associations 
for official adoption of policies, plans, and procedures to the end that the 
available hospital beds might be used for the care of the mentally ill, or 
rejected. In the interim, satisfactory arrangements may be worked out 
with the various state hospital associations and their respective state depart- 
ments of mental hygiene or bureaus of mental health. 


There is a wide difference between technical 
excellence and commercial efficiency. This is 
something for the busy executive to think over. 
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THE MEDICAL RECORD IN THE HOSPITAL 
By T. R. Ponton, B.A., M.D. 


Superintendent, Lord Lister Hospital 
Omaha 


the fact that for the purpose of keeping records, from the financial 

point of view, there is an efficient, in some cases an elaborate, system 
of bookkeeping, but that the department in which the medical accounting 
is done is too often considered unimportant. In many cases it is regarded 
as a necessary evil; in some it is tolerated as a passing fad; in only a few 
institutions is it given its proper place of importance. Often there will 
be found from two to six bookkeepers, considered absolutely essential, and 


I’ MOST HOSPITALS even the most casual observer will be impressed with 


perhaps one record librarian, grudgingly allowed. 

Those backing the institution financially, be it a lay board, a philan- 
thropic organization, a church, a fraternal society, or a governmental body, 
are chiefly concerned with the financial aspect. Supplies must be pur- 
chased and paid for, salaries must be paid, and to do this money must be 
found. Those who are responsible know that careful and accurate records 
of income and expenditures must be kept if the institution is to continue 
to exist. They know that proper accounting leads to economy and that 
unless they can prove wise expenditures of funds, it is useless to appeal to 
their supporters for additional funds to meet deficits that may occur. They 
are usually men and women of experience in other lines of business, which 
have taught them these facts. 

Hospital boards, and in many cases hospital administrators, are at the 
present time in a stage of transition in their attitude toward the hospital. 
They are coming to a realization of the fact that their primary and most 
important function is the care of the sick. It is acknowledged that a 
financial profit and loss statement, necessary and important as it is, must be 
considered less important than a medical profit and loss statement. It is 
the latter which gains the confidence of the community. It is the good 
hospital which is successful financially, not the cheap one. 

In the medical records department is the health accounting system 
which proves the value of the work done. The expenditures are the suffering 
and inconvenience of the patient, the efforts of the medical staff and 
employees of the hospital, and the use of supplies and equipment provided. 
The profit and loss is the degree of return to health that is produced. All 
of these are proved through the medical records department. Without an 
accurate and efficient system here, without trained people in sufficient 
numbers to do the work properly, the results produced by the hospital 
are merely matters of conjecture, a loose estimate which would not be 
tolerated in the business department. 

The medical record itself is the first essential to proper medical account- 
ing. It is the statement of the patient’s health balance. Heredity, past 
environment, past illnesses and the examination at the time of admission, 
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study of symptoms as they arise, report of corisultations with specialists 
when indicated, reports of examinations in the various laboratories, diag- 
nosis as it is made, a detailed account of treatment as given and the results 
of that treatment—these must all be carefully recorded. Then should follow 
an estimate of the patient's condition on discharge. But the record should 
not end there. It is only in the case of the patient who dies that the record 
is concluded on discharge. No patient leaves hospital entirely restored to 
health; in other words the end result is not determined. This can only be 
secured by following up the patient after he has left the hospital—some- 


times for months and sometimes for years. 

The attending doctor is the one who is primarily interested in all this, 
and it is he who must be held responsible for seeing that it is correctly 
done. The actual work may be done by him, but more often it is done by 
junior medical men, nurses, and stenographers. In all cases, however, it 
should be finally checked by him. 

The medical record having been secured must be so preserved and used 
as to fulfill its purposes. The first of these is its value to the patient. In 
his present illness it is the guide used by the attending doctor, the founda- 
tion on which he builds diagnosis and treatment. Medical science to-day 
is too complicated for any one man to be proficient in all branches. He 
must have assistance from specialists; details of examination and treatment 
are too numerous and too often expressed in figures for him to remember 
and keep separate from those regarding other patients; all these must be 
recorded, to be of value, and kept as the patient’s “chart” on the floor. 

Then, too, the future illness of the patient must be remembered. The 
patient of to-day may return next week or next year, for treatment of the 
same or another illness. His memory, and his doctor’s memory, of former 
illness is too sketchy and too inaccurate to be of real value. The patient's 
index in some form makes former records, containing exact information, 
available and must be kept in the medical records department 

The record has a very definite value to the doctor in medical research. 
Experimentation on the human being is impossible so medical science must 
advance largely through deductive reasoning based on observation. In 
order that that reasoning may be of value it must be based on observation of 
thousands of cases, which can only be secured by co-operation of hospitals 
to this end. Rapid as has been the advance of medical science in the past, 
one hesitates even to dream of the enormous strides that could be made if 
all physicians in all hospitals would see to it that the medical records were 
made accurate and scientific and that hospitals kept such data available 
for medical research. 

Finally, there is the value of accurate medical accounting to the hospital 
itself—a value that is not sufficiently appreciated by most hospital trustees, 
particularly when authorizing expenditure. 

The hospital is legally liable for the exercise of reasonable care in the 
treatment of the sick who enter its walls. Morally it is liable for taking 
extraordinary care. The doctors who are permitted to care for patients must 
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be known to be skillful, the nursing staff must be of proven efficiency, the 
equipment must constantly be watched and tested to be sure that it is the 
best known to modern medical science and is functioning properly. These 
facts are all proved by the results shown in the medical accounting. 

It is not sufficient for the staff physicians to be popular and of good 
reputation. While popularity is not contrary to skill it does not prove 
that it exists. Good reputation is an ephemeral thing, often hard to gain, 
always easy to lose. The only real means of knowing whether the staff 
physician is competent is to study his work and compare his results with 
those of others working in the same specialty. In this study it is not 
sufficient to consider mortality alone. Morbidity and prognosis must be 
taken into consideration. The obstetrician cannot be rated’ as competent 
because he rarely has a maternal death. The study of his work must look 
into his fetal mortality. It must determine also whether the mother, after 
she has passed her postpartum period, is in as good physical condition 
as before her pregnancy or whether she is a subject for the gynecologist 
to patch up so that she may drag through the remainder of a miserable 
existence. At the other end of the balance sheet is the surgeon who has a 
large number of patients brought to him with acute intestinal obstruction. 
His justifiable mortality and morbidity may both be high. In both these 
cases the hospital must determine, through its medical records department, 
that the results produced are as good as can reasonably be expected in the 
light of present day medical knowledge. It is the function of medical 
research to increase that knowledge. 

The medical audit must study the results produced by the hospital itself— 
that is, the personnel and equipment—to be assured that they are properly 
supporting the doctor in his efforts to restore the patient to health. As an 
example of this consider the study of the infection of a clean wound. Atten- 
tion is called to the fact by the medical records department, but the investiga- 
tion must reach every department of the hospital until an actual cause is 
discovered so that future infections from the same cause may be pre- 
vented. The surgeon’s technique must be reviewed by his fellow surgeons, 
the technique of the operating room staff must be considered, cleanliness 
of the surroundings must be looked into, sterilization equipment must be 
examined to determine its efficiency, the water supply must be proved to be 
uncontaminated, and finally, made up goods, such as sutures, must be cultured 
to prove that they are sterile. If it were not for the initiative of the medical 
records department infections would probably be much more numerous than 
they are without the hospital administration realizing that an undue number 
were occurring. 

As a last thought consider the legal use of the medical record and the 
legal responsibility of the medical records department. The medical 
record is a confidential document primarily intended for the benefit of the 





The round table and section programs have never been better than they 
will be at this year’s convention. 
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patient, and it is the duty of the department to preserve that confidence 
in the same manner as the physician is bound to protect professional secrecy. 
But there is a justifiable scientific and legal use. As an impersonal document 
it may be used for medical research, the identity of the patient not being 
disclosed. As a personal document the record is frequently demanded under 
subpoena from the court and in such case must be produced. When the 
hospital or the doctor is sued for malpractice an accurate and detailed record 
of events, made at the time they occurred, is of infinite value in defense. 

Not only is the medical records department justifiable, but it is a necessary 
department of the hospital which wishes to prove to itself and to others 
that its doctors, its employees, and its equipment are all of such a standard 
as to restore the sick to normal health as quickly, safely, and pleasantly 
as is possible in the light of present day medical knowledge. 


The measurement of man is rightly based upon the motives actuating 
him and controlling his energy. In arriving at a decision, do not permit your- 
self to be controlled by what others say. Make a first-hand independent 
study on your own account, then use all other agencies, in association with 
your own conclusions, in pronouncing judgment. 
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FUNCTIONING OF THE LOUISIANA 
WORKMEN’S COMPENSATION 
LAW, 


By Captain H. W. KnicuHtT, M.D. 
: Indian Medical Service Ret. 
Superintendent, Flint-Goodridge Hospital, New Orleans 


cally incapacitated while in the performance of duties and as a result 
thereof has been conceded by all courts of justice to be a liability 
for the realization of which laws are necessary. The statutes of each state 
are different in many particulars, especially as to the limit of financial 
responsibility of the employer. In this respect it is necessary to bear in mind: 

1. That the employer is responsible to the injured man or his dependents 
and to them only unless responsibility is assumed for expenses incurred in 
care or treatment of the injured. 

2. That service rendered an individual without authorization of the 
same by that individual or someone on his behalf, or the employer or his 
liability company, holds no one responsible for payment. 

3. A party ordering an ambulance to remove an injured person to hos- 
pital is not thus made responsible for the ambulance fee or for treatment. 
But if an employee of a firm states that the firm will bear the risk, then 
that party becomes an agent for the firm in the transaction and the firm 
becomes liable for the act of its representative or agent. 

4. A liability insurance company is not liable to the doctor, nurse, 
hospital, or ambulance until such time as they assume the liability, and 
then only to the limit provided by their policy as regulated by the statutes 
of the state. The liability company is then acting for the employer and not 
for the injured man. Such action is only required of the aforesaid company 
when the case has been duly referred to it by the employer according 
to the terms of the policy. Thus the liability insurance company acts for 
and only for the employer to protect his interests according to law. 

5. There are two adjustments necessary in every compensation case: 

a) Compensation of the injured man or his dependents for loss of 

wages and permanent disability, either partial or complete. 

b) Compensation for medical care and treatment. 
These two are limited to definite sums, the former proportionate to the 
extent of the injury and the earning capacity of the employee at the time 
the injury was sustained. This is more or less elastic. The latter, however, 
is definitely fixed at $250 as the outside figure of liability for all medical 
services. The importance of recognizing these relations and definitely regulat- 
ing the fixation of responsibility for treatment at an early date is essential 
in order to reduce the number of accounts incurred for which no one is 
obligated legally. 


- HE COMPENSATION of employees who receive injuries or become physi- 





1Read before the Sixth Annual Convention of the Louisiana Hospital Association, New 
Orleans, April 22, 1930. 
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In order to illustrate the position of all parties concerned the following 
illustration is given: 

John Doe is injured while working for Smith and Company, who are 
carrying insurance with the Accident Liability Company. Smith’s foreman 
phones for an ambulance but states only that Doe is working for Smith 
and Company and that the Accident Liability Company carries their risk. 
He does not state verbally or in writing that Smith and Company will 
assume liability or are responsible for the injury of John Doe. John Doe 
enters hospital unconscious. The Accident Liability Company’s doctor is 
called and treats the case. On discharge of John Doe the bill is rendered 
the Accident Liability Company by the hospital. A reply is received 
stating that the case has never been reported to them by the employer, 
Smith and Company. They therefore can take no action. The employer is 
billed and then, and then only, is action taken when the employer refers 
the case to the Accident Liability Company. If, however, it is determined 
that John Doe was not injured in the line of his duty but had left his work, 
then the employer was in no way responsible. John Doe has left hospital, 
and if, when located and presented with the account, he is found to have 
no money (or if he has) he is free from the responsibility of having verbally 
or in writing contracted for service rendered. The account is therefore not 
collectible. 

Permit me to cite another concrete case which will illustrate the problem 
in hospitalization of compensation cases. John Doe was working for the 
Transportation Company. A fracture of the neck of the femur occurred 
while in the line of duty. He was sent to hospital by the Transportation 
Company foreman and the name of the liability company carrying the risk 
was given by the firm. The compensation company doctor treated the case 
for a considerable time in hospital, and discharged the patient. When the 
bill was presented for hospitalization, some time elapsed before the adjust- 
ment was made. The hospital account was about $250 but only $150 was 
sent in adjustment, since the compensation law fixed the liability for med- 
ical services at $250. The doctor’s services plus the hosp‘tal services far 
exceeded that figure; hence the account was pro-rated. No redress was 
possible according to the limitations made in the statutes. The injured man 
was not liable for the balance since he had not contracted for the services. 

A third case was in hospital for an injury and the hospital account had 
reached about $55 when the case was discharged. After being treated by 
the company’s surgeon in an out-clinic for more than a week, rehospitaliza- 
tion was necessary. He entered for the same injury and remained until 
the account reached $75, when he was discharged. Bills were rendered 
for the total surgical treatment plus the fee for hospitalization on each of 
the two occasions. The account was pro-rated at a loss to the hospital of 
$30, since the total medical services exceeded the statutory limit. The 
account had been adjusted with the injured for partial disability and loss of 
wages but he was not liable to the hospital because he had not become 
personally responsible, since he had in no way contracted for the services. 
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In summary: 1. The injured, and he alone, is responsible if he had 
contracted for the medical or surgical relief. But the money is not collect- 
ible from his compensation for disability and loss of wages. 

2. The employer is only responsible to the injured directly and can be 
forced to pay only through action on the part of the injured if the account 
does not exceed $250. Therefore, the employer or his compensation agent 
is actually responsible only to the injured. 

3. The employer is responsible only to the hospital for services if the 
liability is proved or admitted or an agreement has been made in which 
the account is guaranteed. 

4. The liability company representing the employer is only liable when 
the case has been referred to said company by the employer for adjustment. 

The following procedure has therefore been established in Flint-Goodridge 
Hospital as a routine in order to fix responsibility for hospitalization early: 

1. When an ambulance call is received, the following data are secured: 
name of the injured person, name of the employer or party liable, the 
company carrying liability, name of the person giving order for the am- 
bulance, and his relation to the firm. The date and hour of the call are 
recorded, as well as the time the ambulance was ordered and the hour it 
returned to the hospital. Admittance information verifies this data in most 
cases, but if at variance is rechecked. 

2. The employer is notified in writing and asked to verify the risk and 
to notify his liability company. 

3. The liability company is requested to verify the risk at the same time 
by written notification. 

4. The risk being assumed, the liability company is again notified when 
the hospital account has reached approximately 50 per cent of the $250 
limit and is asked to state whether the case shall be continued in hospital 
for a longer period under their guarantee of the account. 

It is contended that a failure to negate or disclaim further liability is tacit 
consent to assume indebtedness beyond the $250 limit. Some companies 
have indicated their willingness to allow such cases to be treated in excess 
of the statutory limits. In one case the liability company refused to assume 
liability beyond a fixed date. The employer refused further liability and the 
father of the injured boy stated that he could not guarantee the account. 
Notice was given that the case was discharged by the doctor and they 
must remove the boy from hospital. This was done and the case was then 
carried to Charity Hospital for admission as a free case. Several cases 
have been reported to the liability companies, statement of the account to 
date being given, with request for a statement as to whether they were 
prepared to assume further liability, and no reply received, but adjustments * 
in full were made without reference to pro-rating. It is necessary, however, 
to bear in mind that since the compensation law stipulates that the medical 
fees shall be paid up to $250, no pro-rating of accounts thereafter is per- 
missible. The hospital account is due the date the case is discharged from 
hospital and medical service fees after that date cannot be pro-rated in 
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settlement. It will be found that insistence upon this principle will expedite 
acjustment of the account if a prompt rendering of statements is made, 
all statements being mailed as soon as the case is discharged. 

There is another problem to be faced in the collection of an account for 
medical services when the injured employee has been hospitalized for such 
a time that the combined account of the surgeon and the hospital equals 
or exceeds the $250 limit. The compensation company is not obligated to 
pay for further hospitalization, the employer is likewise relieved of further 
responsibility, and the only party to whom the surgeon or hospital may 
look for further settlement of accounts for medical services is the employee. 
The employee has no money other than compensation for injury and wages. 
From this compensation no medical or hospital fee can be collected. The 
employee has been receiving compensation; if for total disability of a 
temporary nature he receives 65 per cent of his wages, maximum $20, 
minimum $3, or full wages per week for a maximum period of three hundred 
weeks; if permanent, the same rate for four hundred weeks; if for partial dis- 
ability, he receives 65 per cent of loss in earning power, maximum $20, 
minimum $3, or full wages weekly for specified periods, ranging from five 
weeks to four hundred. Where usefulness of a function is permanently 
impaired, or in case of serious and permanent disfigurement, the court may 
allow such compensation as is reasonable in proportion to compensation 
for specific injuries, maximum period one hundred weeks. Thus it will be 
seen that at best the compensation is 65 per cent of wages payable weekly, or 
settlement may be made in a lump sum with the sanction of the court. In 
either case the compensation is much less than the employee’s wages and 
will be consumed in the family support if there are dependents. The law 
has taken means to protect this compensation for that purpose and we note 
that Section 21, as amended by Act No. 243, Session Acts of 1916, Act No. 
247, Session Acts of 1920, and Act No. 85, Session Acts of 1926, reads 
as follows: 

“1. Be it further enacted, etc., that claims or payments due under this act shall 
have the same preference and priority for the whole thereof against the assets 
of the employer as is allowed by the law for any unpaid wages of the laborer; 
and shall not be assignable and shall be exempt from all claims of creditors 
and from levy or execution or attachment or garnishment, except under a 
judgment of court for alimony in favor of a wife.” 

From this law it will be seen that beyond the legal limit of $250 for 
medical service, there is no means by which the surgeon or the hospital 
can be assured of payment from the injured employee, since the compensa- 
tion is “exempt from all claim of creditors and from levy or execution or 
attachment or garnishment.” Thus no agreement to pay from this com- 
pensation or other arrangement to collect therefrom is legally binding. The 
vast majority will have no other source of revenue and therefore no funds 
are available for hospital expense other than the amount pro-rated from 
the $250. 

By this law the injured party is legislated into the category of a public 
dependent for medical or surgical services. 
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From a group of limited liability cases studied it was found that over 
6.45 per cent of such cases exceed the pro rata estimate of $125 for hospital- 
ization. There is no way by which a hospital service cost-limit can be ascer- 
tained either from average number of days of hospitalization or from the 
average cost of hospitalization. Approximately 66 per cent of admissions 
for injury leave within two weeks, as is shown by a group studied. Out of 
a total of 306 patients of a limited liability compensation group twenty-eight 
exceeded the liability limit for medical services, and this amounts to 9 per 
cent of the total cases. Of these there was one case in for ninety-one days 
at the low hospital cost of $242.60. The loss to the hospital on this one 
case was 9 per cent of the total account, due to a compromise in adjusting 
the fixed liability. 

In framing the state law we may presume that an average was made of 
all medical charges on a series of cases and the low average of $250 thus 
determined for the limit. A series of unrestricted or unlimited liability 
cases should be scrutinized and such a figure determined as will enable 
proper care to be given and compensation for the same to be procurable 
in the most prolonged case of recovery from an injury which would amount 
to at least $300 for hospitalization alone. 

The following facts are apparent in hospital administration: 

1. An average of cost for hospitalization makes no allowance for the 
longer periods of time required for hospital care in cases of severe and 
critical injury. 

2. The compensation allowance to the surgeon and the hospital cannot 
be graded on the same basis, and therefore pro-rating from a common sum 
works injustice in prolonged treatment to one or both parties when an 
adjustment is made from a common limited fund. 

3. The present rates charged for hospitalization in New Orleans and 
especially in the Flint-Goodridge Hospital are conceded to be below actual 
costs of administration. The balance, therefore, must be met by charity or 
gifts to reimburse the hospital for actual expenditures above the receipts. 
The hospital cannot assume risks in compensation medical services since 
there are no insurance premium receipts on which to draw for such risks 
if taken. 

4. Rates for hospitalization are affected by fluctuation of market costs, 
the seasonal and yearly variation in hospital patronage, and the locality in 
which services are rendered to the public. In this locality the rates for 
hospital service are lower than in many places, while the cost for the same 
is just as high. The administration therefore loses on the rate charged for 
industrial cases, as well as on the pro-rating of hospital and surgeon's 
account on the basis of a $250 limit. This suggests that reports from various 
hospitals doing compensation work are necessary in order to ascertain the 
cost per day in fixing the limit of liability. It is understood that the state 
of Ohio has adopted a system of periodic adjustment of liability of the 
employer or his carrier and uses such financial reports in fixing a limit. 

A medical service rate fixed at $250 and pro-rated among the ambulance, 
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surgeon, and hospital, as well as such surgical appliances as crutches and 
braces, places the hospital and also the surgeon in the position of presenting 
their accounts and then taking what is given without an opportunity to 
contend for what is really due them. There is no definite means by which 
the hospital may ascertain when the account has reached the liability limit 
in order that it may refuse further service or arrange a guarantee of pay- 
ment from the patient. In the actual working of the law it requires services 
to be rendered without remuneration. The separation of hospital service 
from other medical service in fixation of limits would permit the hospital 
management to protect its own finances, or at least to know when the limit 
was reached. It is now impossible to fix a medical service limit on an 
average cost for hospital service or to pro-rate the surgical and hospital 
services. It is advised that separate adequate limits for hospital and surgical 
services which will supply the needs of the most severe cases be requested 
from the state legislature. 

It must be borne in mind that neither hospital nor surgeon receives com- 
pensation for all cases on the basis of the average cost of all cases. Therefore 
when 7 per cent to 9 per cent exceed this limit, it is not possible to balance 
the loss by the extra profit from other cases. Neither hospital nor surgeon 
is in position to determine when the compensation limit of $250 has been 
reached. They are therefore forced to continue rendering service until the 
case is discharged and then accept what they can get and lose the rest. It 
is apparent that the medical service limit is inadequate and fails to protect 
persons or agencies rendering medical services. The revision of the law in 
the following respects is suggested for consideration: 

1. Anemployer should be made responsible for adequate medical services 
for all cases referred to the hospital or to the surgeon by the employer or 
his employees, since this is the employer’s protection from damage pro- 
ceedings whether the case is one due to injury in the line of duty or not 
due to hazard of employment. This should be for such a period as is required 
to determine the nature of the complaint and could be termed “hospitali- 
zation for diagnostic purposes.” This includes costs of transportation, x-ray, 
laboratory, and other diagnostic measures as well as ward charges, as far as 
the hospital is concerned. 

2. Separate limits of liability should be fixed for hospitalization services 
in distinction from other medical services, to avoid the unethical practice 
of pro-rating and enable those rendering service to determine when the 
liability limit has been reached. 

3. Since the costs of proper hospitalization will change with the market 
variation and advances in the scale of wages, reports should be secured 
from hospitals doing compensation work at definite intervals in order to 
adjust the limit of liability for hospitalization proportionate to the cost 
for the same. 





Enjoy a week of profit and pleasure at the New Orleans convention, 
October 20-24. 


{ 136 } 


FUNCTIONING OF THE LOUISIANA WORKMEN’S COMPENSATION LAW 


Let us compare compensation cases where medical service is carried on 
independent of legal protection limits with those which are carried on under 
legal protection. The former may be termed unlimited compensation cases, 
while the latter are limited compensation cases. A series of unlimited 
compensation cases exceeded the legal limit in 6.45 per cent of the number 
of cases, which is conclusive evidence that the existent limit of liability is 
much too low and places an undue financial burden upon the hospitals. 
It was further determined that with unlimited compensation 7 per cent of 
the total cost of services represents the amount received in excess of the 
present medical service limit applicable to hospitals. Experience has 
demonstrated that at present a safe estimate of the proportion from the 
total medical limit fixed by law is approximately 50 per cent for surgical 
services and 50 per cent for hospitalization. From this it is possible to 
state the present hospital limit as about. $100 or $125. 

Past records of Flint-Goodrige hospital show that the safe figure is $125 
for the hospital service limit. From sixty-seven cases which were one day 
or more in hospital, the total receipts were $3,330.80. There were four 
accounts each of which exceeded $125, and these amounted to $763.30, 
which is beyond the limit of 7.9 per cent of the total received from this 
series of unlimited cases. Thus about 7 per cent of the series of accidents 
exceeded $125 for hospitalization by 7.9 per cent of the receipts from all 
sixty-seven cases. Fortunately these were cases of unlimited compensaticn. 

STANDARD RATES AND SERVICES 


In addition to a revision of the law which would separate the surgeon’s 
fee limit from the hospital cost limit and increase the limit for hospital- 
ization, it is deemed important that hospital administration should endeavor 
to establish a minimum standard of services, in keeping with the best 
interests of the patient, and determine a scale of prices therefor which will 
cover the costs in full. Ward services of a special grade, including special 
tray service, should be standardized for a special ward rating but differ- 
entiated from those for regular ward and compensation liability rates. The 
standard of service for regular ward and compensation cases and the scale 
of prices could well be common among hospitals of the locality. 
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QuESTION: Please advise the procedure in arranging leaves of absence for interns 
and members of the house medical staff. Should the schedule be arranged by the 
superintendent or by the chief of staff ? 


ANSWER: It is generally accepted by most hospitals that the administra- 
tive direction of the intern staff is under the immediate control of the super- 
intendent of the hospital and that application for leaves of absence by 
interns or residents should be made direct to the superintendent. The super- 
intendent, upon receipt of request for such leave, takes the matter up with 
the chief of the division in which the resident or intern may be on service 
and ascertains whether or not the time requested for the leave of absence 
is a convenient time for the service. 

If the chief of service is in agreement and there is no other reason why 
the leave of absence should not be approved, the superintendent approves 
and the leave is granted. The superintendent is always careful to consult 
the respective services of the interns as to the time of convenience for such 
interns to be granted leave. 





QueEsTION: What policy should the hospital adopt as to the length of time patients’ 
records should be kept on file ? 


ANSWER: There is no definite period for which ‘a hospital must retain 
the history charts, but the best rule that can be given is to keep the patients’ 
records indefinitely. They are the history of the professional performance 
of the hospital and constitute its most valuable asset. Most hospitals follow 
the usual procedure. Histories are kept in the active file from three to five 
years, after which they are placed in the inactive file, where they can easily 
be reached. The card indexes for all histories are maintained and from 
these the file may quickly be located. 

Under the very complete system that obtains to-day, and has obtained 
in all good hospitals for the past several years, these records become invalu- 
able and, while they are infrequently used after they are five years old, 
there is always the probability that a request will be made for the history 
of a patient admitted several years before, and these requests will become 
more frequent in the future. It does not take a great deal of room to 
provide storage for the inactive file. 





QUESTION: Please outline the arguments pointing to the economy of operating a 
hospital with graduate nurses versus operating with pupil nurses. 
ANSWER: The tendency of the curve of the expense of the nurses’ 
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training school to the hospital is upward and there is no definite determina- 
tion at this time of how long it will continue in this direction or how far 
it will go. In dealing with graduate nursing service you are dealing with a 
known quantity—with a definite appreciation of what each graduate nurse 
is capable of doing, what her salary is to be, what the cost of her main- 
tenance, and other considerations. You know at the same time that in the 
event that there is a smaller number of patients, you may reduce your 
graduate nursing force. If there is an increased number you may add 
nurses to meet your needs, while the enrollment of a training school with 
all of its expense is constant and whether you have few or many patients 
in your hospital you still must continue the expense incident to the training 
of the number of student nurses enrolled in the school. 

If we can agree that the average cost to the institution for the training of 
pupil nurses is in the neighborhood of $1,100 a year, then we certainly can 
break even by the employment of graduate nurses. In addition to this cost is 
the interest on the investment, the insurance, and the maintenance and de- 
preciation charges on a nurses’ home, which, ‘if added to the other cost for 
the training of the nurse, would amount to a great deal more than $1,100 
for each student nurse per annum. On the other hand, a prominent hospital 
superintendent advises that the cost of the increased requirements of his 
training school and the consequent reduction in the number of pupil nurses 
for nursing service in 1930 will cost him $18,000 more than in 1929. 





Question: Are portable buildings used for hospital extension work and as an 
emergency pending the hospital’s expansion program ? Advise the best type of building 
and the cost of erection ready for use. : 

ANSWER: The best type of building is the steel frame building with 
corrugated sides, which can be furnished in any dimension, so long as the 
dimensions are of even size as to height, breadth, arid. width. These 
are all bolted together and can ‘be dismantled. They ave a sale value, 
after their use, of 50 per cent of their original cost. 

These buildings cost about eighty-five cents per square foot of floor area, 
without insulation. They are insulated for heat with Celotex or some insulat- 
ing material similar to the Johns-Manville product, or other recognized 
materials. This would cost in the neighborhood of sixty cents per square 
foot, in addition to the eighty-five cents. Doors and windows can be fur- 
nished in this same construction. They are fire resistant, with the exception 
of the insulation, and comply with the fire regulations of most cities. They 
are good, comfortable buildings and can be adapted for hospital ward pur- 
poses very easily. 

A building 20 by 50 feet, with the structural parts and the corrugated 
sides, would cost in the neighborhood of $850, and the cost of erection and 
insulation would probably amount to $200 more. Plumbing, radiation, and 
similar equipment would be additional. 





QueEsTION: What recent legislation has been enacted which compels the compensa- 
tion insurance company to pay hospital bills of industrial cases ? 
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ANSWER: We are not advised that there is any special legislation affecting 
this situation. The duties as well as the obligations of the insurance 
company are outlined in the policies which it writes. The payment of any 
money beyond that which they definitely promise to pay has been in the 
past largely a matter of good will on the part of the insurance companies, or 
the result of the exertion of pressure by the hospitals themselves. 

There is no obligation on the part of a hospital to take compensation cases, 
and particularly at a sum that is below the cost of maintaining them. The 
hospital can set a price and insist upon its payment by the insurance company, 
or send their patients to other hospitals. This is the policy which some hos- 
pitals have undertaken to follow. 

In some states the state compensation boards have the power, within limits, 
to rule the price at which hospitals will be compensated for the care of these 
cases. This is particularly true in the state of Ohio. 





QuesTION: Should the cost of the operation of the out-patient department be 
included in estimating the cost per patient day for in-patients ? 


Answer: Asa general rule, hospitals include all services in their estimate 
of the cost per ward or private or semi-private room. The cost for operating 
the out-patient department is separate and distinct and should not be in- 
cluded in the cost of the patient day for in-patients. 

The out-patient departments constitute a service which is calculated to 
prevent a sick person from having a hospital experience. It is a contribu- 
tion of the hospital to the public welfare and is very largely in the indi- 
vidual’s interest. It is the hospital's activity in preventive medicine and 
disease control. While purely and properly a hospital function, it would 
seem that the operation of the out-patient department is not a charge against 
the sick man who becomes an in-patient of the hospital to which the out- 
patient department may be attached. It is of decided service to the hospital, 
particularly during that period of the patient’s care following his discharge 
from the hospital and during the period of convalescence. 





QuEsTION: #1. What has Europe done in the past and what is being done at 
present, in comparison with the United States, in the way of construction and opera- 
tion of convalescent homes ? 

2. What does convalescent care mean to the patient, the community, and the hospital? 

3. What does the physician have to say relative to convalescent care ? 


ANSWER: Europe has many institutions, established for years, that take 
the place of convalescent homes but are not quite as comprehensive as our 
own interpretation of that term. In the United States there are several 
convalescent homes and the number is growing constantly. Convalescent 
care means a great deal to the patient in securing for him at a price that is 
moderate a long continued service which is satisfactory from a curative 
standpoint. It means a great deal to the community, in that patients who 
are experiencing a long convalescence may be properly taken care of at a 
moderate cost. It is important to the hospital for the reason that it places un- 
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der the competent care of properly operated convalescent homes a number of 
chronic sick who are to experience a long hospital stay, thus releasing those 
beds to patients who are acutely ill and reducing the hospital charges inci- 
dent to a long convalescence in the hospital to the greatly lessened charge 
for competent care in a convalescent home. 

The physician feels that his patient is receiving good care in the con- 
valescent homes which have been approved and that financial burdens are 
greatly lessened without sacrificing the efficiency of the care. 

Convalescent homes are being constructed in different parts of the United 
States, either independent of the hospital or at its expense and under its 
direction, the same as any other department of the hospital, and their 
operation has been eminently satisfactory. During the coming year there 
will be a considerable increase in the number of these convalescent homes. 
They are adequately staffed with a considerably reduced number of employees 
as compared to hospitals and can take care of convalescent patients at a cost 
of about 60 per cent of the usual hospital charges. 





QuesTION: Are dentists appointed to the professional staffs of hospitals, and should 
a dentist giving his services to a hospital be given an appointment on the professional 
staff ? 


ANSWER: Members of the dental profession serving a hospital are 
appointed members of the hospital staff, attend staff meetings, and enter into 
the spirit of staff activities in the same manner as members of the medical 
profession. If they do not take an active interest in doing the dental work 
of the institution, they should not be appointed members of the staff. In 
all hospitals there are many cases that will show definite improvement if 
proper dental correction is effected, and it is for this purpose that the dentst 
is assigned a place on the professional staff of the institution. 





QueEsTION: Do county, municipal, or state administrations commonly carry insur- 
ance for the protection of visiting staff members against suits for damages for mal- 
practice ? 


ANSWER: County, municipal, or state administrations do not carry in- 
surance for the visiting staff members of public institutions, for the reason 
that in most cases institutions of this character are not subject to suits for 
damages for malpractice. This does not, however, relieve the physicians on 
the staff from becoming defendants in such suits. Where the courts have 
rendered decisions along thesc lines they very seldom have included the 
hospitals in their judgment for damages and only a little more frequently 
have penalized the members of the hospital staffs. 





QuEsTION: What arrangements can be made for continuing the education of a 
crippled child while a patient in a hospital and during convalescence ? 


ANSWER: During their convalescence the school work of children should 
go on uninterruptedly, so that when they return to their homes they can 
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enter the grades they would have been in if their schooling at home had 
not been interrupted. Usually some management can be made with the 
city or county superintendent of schools to furnish teachers for the crippled 
children’s school. It comes under the responsibility of the public school 
system to take care of these crippled children, from an educational stand- 
point, no matter whether they are given the opportunity for education 
while in their homes or while they are away being treated. 





QuESTION: What is the proper technique to follow in the sterilization of rubber 
gloves ? 


ANSWER: The dry sterilization of gloves should be avoided. The proper 
technique is to wrap and place them in an autoclave, at a pressure of 15 
pounds, for ten or fifteen minutes. The government requires that gloves 
stand a pressure of 15 pounds, five times, for twenty minutes each period. 
It should be remembered that when gloves are prepared for sterilization they 
should be arranged so that the rubber surfaces do not come in contact, and 
it is particularly necessary to keep them from coming in contact with the 
metal sides of the sterilizer, or any other metal, during the process of 
sterilization. 





QuEsTION: Why should a hospital be standardized ? 


ANSWER: The very positive trend in hospital operation to-day is to 
place the professional work of the institution and the arrangement opera- 
tion of hospitals upon a standardized basis. There are very definite yard- 
sticks by which the professional efficiency of a hospital staff can be measured. 
The hospital which maintains the highest possible standard of professional 
work is the one that serves its community best, not only in the prevention 
of disease but in its cure. The hospital which does not give due regard to 
reasonable standards rapidly loses faith in itself and sacrifices the confidence 


“the community has in it. 


The hospital, as to its professional staff, is a working unit composed of 
individuals trained in the professional work which their assignments to the 
staff impose upon them. The method of assembling a hospital staff should 
be a selective one and only those physicians should be selected who, by their 
training, qualifications, and temperament, are best equipped to provide 
efficient care for the sick. As a community judges a physician by the yard- 
sticks of these standard qualifications, so it judges a hospital, as a unit com- 
posed of a number of these qualified physicians, by the professional worth 
and attainments of the assembled group which makes up the hospital staff. 

The public expects certain standard qualifications in its professional men, 
its business people, its hospitals, its schools, and in every other community 
activity. The public is quick to approve all of these different elements of its 
community life that subscribe to the ethical and professional standards by 
which the public has learned to evaluate any endeavor. It is quick to 
condemn when these elements are sub-standard. This applies particularly 
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to hospitals, and both professional men and public soon realize whether or 
not a hospital is maintaining those standards of professional efficiency to 
which the sick are entitled. 

Standardization is not an arbitrary thing. It is a development from a lower 
level of accomplishment to a higher plane, and in this development the 
individual, the institution, and the public take a reasonable assurance and 
a definite pride.’ 





QueEsTION: Should the hospital or the surgeon supply the instruments which he 
uses in his operative work ? 


ANswER: Different hospitals have different policies, but it is a fair rule 
to establish that where the instruments are used for operating upon charity 
patients, it should be the hospital’s responsibility to supply them, and that 
the surgeon should furnish his own instruments for operating upon his 
private cases. 


“To err is human— 
To forgive, divine.” 
So goes the proverb old and tried and ever true; - 
And when you err, 
And make amend, 
You turn a leaf, thereon to spread the deed by you. 
You may tear the leaf—destroy it if you will, 
But its shreds, in memory, will cling to you still. 
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BIENNIAL NURSING CONVENTION 


The gathering of nurses at their conventions in Milwaukee from June 
6 to 14 brought together many thousand nurses from all over the United 
States and Canada. The International Catholic Federation of Nurses began 
its sessions on June 6 under the presidency of Miss Mae E. Coloton. 
The conference was opened with the celebration of the Holy Mass, at 
which His Grace, Archbishop Messmer, of Milwaukee, gave the address. 
Among the speakers on the convention’s program were Rev. Edward F. 
Garesche, S.J., secretary of the federation; Sister Mary Ursula, St. Vincent's 
Hospital, New York; R. C. Buerki, Wisconsin General Hospital, Madison; 
Dr. Italo Volini, Loyola University, Chicago; Anna E. Bowler, American 
Dietetic Association; Margaret M. Butler, Chicago department of health; 
Mrs. Nan Ewing, Ravenswood Hospital, Chicago; Dr. Chester C. Guy, 
St. Bernard’s Hospital, Chicago; Mrs. Lucy Last Van Frank, registrar, 
First District registry; Daisy Dean Urch, Highland Hospital, Oakland, 
California; and Dr. Bert W. Caldwell, executive secretary of the American 
Hospital Association. 

The National Biennial nursing convention, held in Milwaukee June 9-14, 
combined the sessions of the American Nursing Association, the National 
Organization for Public Health Nursing, and the National League for 
Nursing Education. Registration totaled over 5,000. Because of the cen- 
tral location an unusually representative group was in attendance. Of the 
number registered it was estimated that 50 per cent attended as repre- 
sentatives of an institution or district, with expenses paid. The other half 
paid their own way. Many were en route to vacations. Yet the vacation 
mood was not upon them at the meeting. 

Saddened by the loss of their eminent leader and president, S. Lillian 
Clayton, the meetings throughout were characterized by their serious 
purpose. Sessions commenced and closed promptly. Doors closed on the 
minute during day sessions. There was a curious lack of shifting in and 
out of meetings, so common in great assemblies. Early rising and punctual 
attendance were the mode of life of the nurses in attendance. The strain 
of conscientious attendance day and night began to show in the later 
evening programs. A sense of fatigue was in the evening atmosphere. Yet 
the interest of a profession at its cross examination was maintained to the 
end. 

Nursing, the community relations of the profession to the public, an 
awareness of trends and impending changes, the over-production of nurses, 
and improvement of educational standards were the specific interests of all 
sections. The need of interpretation of nursing to the public through 
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contact with other organizations was in the background of many sessions. 

Perhaps the most vivid picture of the convention was that of the opening 
session, held Monday evening, in the arena of the auditorium. The great 
stage was filled with a Milwaukee student nurses’ chorus, who sang as 
beautifully as they appeared in their crisp caps and colored uniforms. An 





ELnorA E. THOMSON 
President, American Nurses’ Association 


enthusiastic audience required encores which were given with the buoy- 
ancy of youth at its best. Throughout the audience were scattered the 
student representatives of all Milwaukee hospitals, in school cap and uni- 
form, in youthful contrast to the senior delegates. A stately processional 
of officers of the three organizations down the long aisles to the platform 
vacated by the nurses’ chorus added ceremony and color to the scene. 
Greetings were extended by the wife of the Governor of the state of 
Wisconsin, Mrs. Walter Kohler, the Mayor of Milwaukee, and by the presi- 
dents of the three national associations. Dr. Glenn Frank, president of the 
University of Wisconsin, spoke of the possibilities of personal satisfaction 
in the profession of nursing and the opportunities for a lasting public 
service. 
COosTs 


Of special interest to superintendents was the paper on “The Cost of 
Nursing Service to the Hospital,” by Robert E. Neff, administrator of the 
University Hospital, Iowa City. “Hospitals,” said Mr. Neff, “must not 


[145] 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


exploit students, nor should the patient be taxed for the support of a 
school or the education of interns. Society must pay professional costs, 
as in general education.” In a school of three hundred students, and a 
hospital of seven hundred beds, Mr. Neff estimated a total of 5,456 student 
nurses’ hours in service for the three years. The cost of educating a nurse 
in his hospital school for three years is about $1,950. Balanced against 
this cost are 5,456 hours of service at 35.7 cents per hour, or $1,947.79. 
Mr. Neff gives his estimate of the maintenance cost per month of a gradu- 
ate nurse as $41.70, ‘and the average salary for a general duty graduate 
as $85 per month for an eight-hour day and a six-day week. 
DISTRIBUTION OF NURSING SERVICE 

The conclusions of the Grading Committee, now in its fourth year, were 
set forth in graph and in the address of Dr. May Ayres Burgess on “The 
Distribution of Nursing Service.” In words of one syllable, addressed to 
the nurse educator, Dr. Burgess placed the responsibility for over-produc- 
tion of nurses more on the heads of large schools than on the smaller 
institutions. Those who admit larger classes this year should ask themselves 
two questions: first, does this community need more nurses? .and second, 
does this school of nursing give a type of training that meets a special 
need, as psychiatric, or pediatric, or contagious, or tuberculosis special train- 
ing, in addition to a good general background? The question of more 
persons to perform the nursing care is no longer a justification of a larger 
number of students than the community can assimilate after graduation. 
Superintendents of nursing schools who ignore these conditions, according 
to Dr. Burgess, are working a great injustice to the profession. 

EDUCATION 

Throughout the session, officers and leaders voiced the belief that many 
of the ills of the profession must be remedied by education. The aid of 
general educational principles for the school of nursing and the interest 
of allied professions were invoked by several speakers. “Raising of educa- 
tional requirements will tend to bring about the result of fewer and better 
nurses,” said Marion Russel. “Growing problems of mental hygiene and 
mental nursing require a wide range of intelligent understanding which 
only a good education and background can give.” The growing interest of 
nurses of all types in educational matters was well shown in their absorp- 
tion in the educational exhibits. 

How a great convention maintains a feeling of individuality was shown at 
the numerous state and alumni breakfasts, luncheons, and dinners. At a 
particularly friendly state breakfast party, officers introduced nationally known 
women, and members of local committees explained the questions to be voted 
upon. Pros and cons were presented impartially as information. Freedom 
of discussion was encountered. The feeling that one’s presence and vote 
really count in a mass attendance is engendered by such meetings. 

SAUNDERS AWARD 

Thursday night all three organizations came together again to pay a signal 

tribute to Miss S. Lillian Clayton, late president of the American Nurses’ 


[ 146 } 














BIENNIAL NURSING CONVENTION 


Association, Miss Elnora E. Thomson, first vice-president of the association, 
acting as president of the group during the convention. 

Thursday night, Miss Clayton was awarded posthumously the Saunders 
medal, highest civil distinction which can come to an American nurse. The 
medal is offered in memory of the late Walter Burns Saunders of Philadelphia 
for the nurse rendering “the most distinguished service in nursing” during 
the preceding year." Miss Clayton was awarded the medal for her con- 
tribution to nursing education. 

Two close personal friends of Miss Clayton figured in the presentation 
ceremonies. They were Dr. Joseph C. Doane of Philadelphia, who pre- 
sented the medal on behalf of W. B. Saunders II, and Miss Constance White, 
president of the Philadelphia Nurses’ council, who received the medal for 
Miss Clayton. 

Officers elected for 1930-31 were: Miss Elnora Thomson, University of 
Oregon, as president of the American Nurses’ Association and Miss Susan 
Francis, Philadelphia, as treasurer; Miss Elizabeth Burgess, Columbia Uni- 
versity, president, League of Nursing Education; and Miss Sophie Nelson, 
Boston, president, National Organization for Public Health Nursing. . 

San Antonio, Texas was selected for the place of the 1932 meeting of the 
three organizations. 





THE FLORIDA ASSOCIATION MEETS 


The Florida Hospital Association held a most successful meeting at Lake- 
land on the 9th of May. The attendance was large and representative. -This 
association, organized four years ago, has developed until it is functioning 
perfectly and to the great profit of the institutions throughout the state. 

Dr. A. J. McRae, superintendent of the Jackson Memorial Hospital, 
Miami, president of the association, presided at all sessions. 

The meeting took the form of round table discussions, which were partici- 
pated in by all of the hospital representatives attending. Among the subjects 
discussed were: “The Collection of Hospital Accounts,” “Liability Insur- 
ance,” “Hospital Ownership of Surgical Instruments,” “The Use of Safety 
Films,” “State Tax Applying to Registered Nurses,” “The Observance of 
Schedules by the Visiting Staff,” and “Relative Advantages of Open and 
Closed Staff Organizations.” 

At the dinner meeting the association was addressed by the Rev. Dr. 
Nicholls, of Lakeland, on the subject, “Hospitals as Community Assets,” 

The new officers of the association are: president, Mr. J. A. Bowman, 
Munroe Memorial Hospital, Ocala; president-elect, Mr. J. H. Holcombe, St. 
Luke’s Hospital, Jacksonville; vice-president, Mr. H. Yates, Orange General 
Hospital, Orlando; treasurer, Dr. Walter A. Weed, Morrell Memorial 
Hospital, Lakeland; executive secretary, Mr. Fred M. Walker, Duval County 
Hospital, Jacksonville. 
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THE INTERNATIONAL HOSPITAL CONGRESS 


The International Hospital Congress will hold its biennial meeting in 
Vienna in June, 1931. The arrangements for the program are progressing 
most satisfactorily. In addition to the countries which were represented at 
the Congress in Atlantic City, several others will send delegates to the 
Vienna meeting. 

One of the special features is the arrangement made for tours both before 
and after the Congress, the schedule of which is given below. 

At the Vienna convention the International Hospital Committee, which 
will organize the next Congress, will present its work on the constitution 
and by-laws. 

The Vienna meeting will bring together the leading hospital people from 
all over the world and will be especially well attended by delegates from 
the United States. 

PRE- AND Post-ConcREss Tours 

The official part of these tours terminates after the Congress in Vienna 
or in Budapest. 

May 14 Sail from New York. Suggested steamer: Pres. Harding (Arrive Ply- 
mouth May 21). 


May 15 Sail from New York Suggested steamers: Tuscania, Scythia, Lapland, 
Montcalm, New Amsterdam, Volendam, 


¥ Samaria. 
May 23 P. M. due Plymouth. 
May 24 London Due Plymouth or Liverpool. 


May 25 London. 

May 26 London. P. M. via Harwich-Esjberg. 
May 27 Arrive Copenhagen. 

May 28 Copenhagen. 

May 29 To Hamburg. 

May 30 Hamburg. 

May 31 P. M. to Berlin. 

June 1-3 Berlin. 





(Optional) 
June 4 To Prague. or To Munich 
June 5-6 Prague. Munich. 
June 7 To Vienna To Vienna. 
June 8-14 Vienna. (Attend the International Hospital Congress.) 
(Optional) (Optional) 
June 15 To Budapest. or To Munich. or To Budapest. 
June 16-17 Budapest. Munich. Budapest. 
June 18 To Zagreb. To Lucerne. To Lucerne (with 
sleeper). 
June 19 Zagreb. Lucerne. 
Tune 20 To Spalato. Grand Alnine to Interlaken. 
June 21 Excursion. Scheidegg Excursion. 
June 22 Sail 5:00 A. M. To Montreux. 
June 23 Arr. Susak-Abbazia. To Paris. 
(Optional) 
Tune 24 Steamer to Brioni. Paris. or To Stresa. 
June 25 Brioni. Paris. Lakes to Bellagio. 
Tune 26 Steamer to Trieste. Paris. To Milan. 
June 27 To Venice. Sail. To Venice. 


(Join main tour.) 
Tune 28-29 Venice. 
Tune 30 To Florence. 
July 1-2 Florence. 


{ 148 ] 














—_———— 








INTERNATIONAL HOSPITAL CONGRESS 


July 3 To Rome. 
July 4 7 Rome. 
July 8 To Naples. 
July 9 Naples. 
( Extension) (Extension) 
July 10 Naples. ————> or To Rome. or To Rome. 
Tuly 11 Sail N.G.I. To Genoa. To Genoa. 
July 12 Genoa. Genoa. 
Tuly 13 Call Gibraltar. To Nice. To Milan. 
Tuly 14 Nice. To Bellagio. 
July 15 Nice. Lakes to Lugano—to 
Lucerne. 
Tuly 16 Motor to Brioncon. P. M. to Interlaken. 
July 17 Motor to Aix les Bains. Scheidegg Excursion 
Tuly 18 Motor to Chamonix. To Montreux. 
July 19 Motor A.M. to Geneva. To Geneva. 
Tuly 20 Due New York. To Paris. To Paris. 
July 21-24 Paris. Paris. 
July 25 Sail from Cherbourg. Sail from Cherbourg. 
Aug. 3 Due New York. Due New York. 





CONNECTICUT HOLDS ITS ANNUAL MEETING 


At the morning session of the very successful meeting of the Connecticut 
Hospital Association on May 7, Dr. Malcolm T. MacEachern, of the 
American College of Surgeons, addressed the convention upon the subject 
of educational and sé¢rvice standards in the hospital. Mr. John A. McNamara, 
editor of The Modern Hospital, and Mr. Matthew O. Foley, editor of 
Hospital Management, each read a paper, the former dealing with the hos- 
pital’s annual report. 

In the afternoon these three papers were discussed at length in round 
table sessions led by Dr. T. Eben Reeks, New Britain Hospital, Dr. Lewis 
A. Sexton, Hartford Hospital, and Mr. John Kavanaugh, Norwalk Hospital. 





MEETING OF THE MICHIGAN HOSPITAL ASSOCIATION 


The Michigan. Hospital Association held its fifteenth meeting at the Pant- 
ling Hotel, Grand Rapids, on Wednesday and Thursday, May 28 and 29. 
The convention meetings were presided over by Dr. D. M. Morrill, director of 
Blodgett Hospital and president of the hospital association of Michigan. 

The speakers and their subjects were: Dr. Stewart Hamilton, director of 
Harper Hospital, Detroit, on “Co-ordination of Hospital Departments,” 
which was followed by a round table discussion; Dr. Harley Haynes, Uni- 
versity Hospital, Ann Arbor, on “Engineering Departments”; Dr. W. A. 
Babcock, Grace Hospital, Detroit, on “Board of Trustees and Attending and 
House Staffs”; Miss Esther Rehm, Blodgett Hospital, on “Nursing”; Robert 
Greve, University Hospital, on “Pharmacy and Telephone Service”; Dr. A. 
M. Campbell, Blodgett Hospital, on “Obstetrical Service”; $. G. Davidson, 
Butterworth Hospital, Grand Rapids, on “Housekeeping and Stores”; Miss 
S. Margaret Killman, University Hospital, Ann Arbor, on “Food Service”; and 
Dr. Charles E. Stuart, Battle Creek Sanitarium, on “Business Office and Ad- 
mission Department.” 
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The Wednesday afternoon session included talks by Miss Margaret 
MacLaren, Women’s Hospital, Flint, on “Responsibility of a Dietitian in 
a Small Hospital”; Dr. D. Foster, Ford Hospital, Detroit, on “Dietetics from 
the Aspect of the Dietitian’; Miss Jessie Morris, Butterworth Hospital, 
Grand Rapids, on “The Function of the Hospital Record Department”; and 
Arthur Andrews, Grand Rapids Junior College, on “Nursing Education.” 
Dr. Christopher G. Parnall, president of the American Hospital Association, 
was the speaker at a banquet held on Wednesday evening. 

The Thursday program included inspection of the Grand Rapids hos- 
pitals by the entire group. This was followed by a luncheon at the hotel 
and a round table discussion on questions of special significance. 

At the closing session of the meeting the officers of the Michigan Hospital 
Association were elected: president, S$. G. Davidson, superintendent of Butter- 
worth Hospital, Grand Rapids; first vice-president, L. J. McKenny, trustee of 
the Highland Park hospital; second vice-president, Rev. C. C. Haag, direc- 
tor of Evangelical Deaconess Hospital, Detroit; third vice-president, Miss 
Margaret MacLaren, Women’s Hospital, Flint; secretary, Robert Greve, 
University Hospital, Ann Arbor; and treasurer, Miss Amy Beers, Hackley 
Hospital, Muskegon. The trustees named were Dr. D. M. Morrill, Blodgett 
Hospital, Grand Rapids and Mrs. Kate Jackson Hard, Saginaw General 


Hospital. 


THE MEETING OF THE NEW JERSEY ASSOCIATION 


The sixth annual convention of the New Jersey Hospital Association 
was held at the Marlborough-Blenheim Hotel in Atlantic City, on Thursday 
and Friday, May 22 and 23. 

On Thursday morning there were round table conferences on the subjects 
of “Interns” and “Special Service Charges” and on “The Development 
of an Autopsy Service’ by Dr. Asher Yaguda of the Newark Beth Israel 
Hospital, and “Business Procedures Applicable to the Hospital” by Dr. 
Paul Keller, also of the Newark Beth Israel Hospital. The afternoon session 
was of particular interest. It. was opened with an address of welcome 
by Mr. Anthony M. Ruffu, Jr., Mayor of Atlantic City, and response by 
Dr. B.S. Pollak, of the Hudson County Tuberculosis Hospital, Secaucus. 
Following the business meeting there was an address by the president of 
the association, Rev. John G. Martin, of the Hospital of St. Barnabas, 
Newark, and a special symposium on “A Health Center and Its Part in 
the Prevention of Disease,” presided over by Dr. Earl H. Snavely, Newark 
City Hospital. This symposium consisted of six papers: “Future of Public 
Health” by Dr. Shirley W. Wynne, health commissioner, New York 
City; “The Private Charitable Hospital’s Opportunity” by Homer Wicken- 
den, United Hospital Fund of New York; “Hospital Social Service” by 
John R. Howard, Jr., New York Nursery and Child’s Hospital, New York 
City; “The Place of the Medical Center as an Educational Factor in Disease 
Prevention” by Dr. George O'Hanlon, Jersey City Hospital, Jersey City; 
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“The Activities of the State Institutions in Disease Prevention” by 
Hon. William J. Ellis, commissioner, department of institution and agencies, 
state of New Jersey; and “Tuberculosis Control” by Dr. B. S. Pollak. 

The banquet on Thursday evening was presided over by Dr. B. S. 
Pollak, as toastmaster. Dr. Christopher G. Parnall, president of the Amer- 
ican Hospital Association, and Dr. Edward H. Hume, New York Post 
Graduate Medical ‘School and Hospital, were the speakers of the evening. 

The Friday morning session consisted of addresses by Dr. Christopher 
G. Parnall on “The American Hospital Association and Standardization;” 
Dr. W. J. Monaghan, Hudson County Hospital, on “The County Hospital 
—Its Importance in the Management and Treatment of Chronic Disease”; 
John M. Smith, of Hahnemann Hospital, Philadelphia, on “Postgraduate 
Instruction for Technicians and Nurses”; Dr. Emil Frankel, department 
of institutions and agencies, state of New Jersey, on “General Hospital Service 
in New Jersey, 1929”; Mrs. Mary de Garmo Bryan, editor of The Journal 
of the American Dietetic Association, on “Recent Advances in Hospital 
Dietetics.” 

After the election of officers at the afternoon session there was a sym- 
posium on nursing, presided over by Marie Louis, of Muhlenberg Hospital, 
Plainfield, consisting of the following addresses: “Facing Facts” by Mary M: 
Roberts, editor, American Journal of Nursing; “Educational Standards in 
Schools of Nursing” by Eva Caddy, Hospital of St. Barnabas, Newark; 
“The New Jersey State Board of Examiners’ Accomplishment in Nursing 
Education” by Florence Dakin, of the New Jersey state board of nurse 
examiners; and “Summary and Suggestions for Superintendents” by Dr. 
George O'Hanlon, Jersey City Hospital. The symposium was followed by 
a round table discussion on nursing topics. 

The officers for the coming year are as follows: Dr. Earl Snavely, 
president, Newark City Hospital, Newark, and Mr. Thomas J. Golden, 
secretary, Jersey City Hospital, Jersey City. 





COMING MEETINGS 


Catholic Hospital Association—Washington, D. C., September 2-5. 

Ontario Hospital Association—Toronto, October 1-3. 

Association of Record Librarians of America—Philadelphia, October 13-17. 

American College of Surgeons (Hospital Conference)—Philadelphia, Oc- 
tober 13-18. 

American Protestant Hospital Association—New Orleans, October 17-20. 

American Hospital Association—New Orleans, October 20-24. 

American Occupational Therapy Association—New Orleans, October 20-24. 

American Association of Hospital Social Workers (semi-annual meeting)— 
New Orleans, October 20-24. 

Children’s Hospital Association—New Orleans, October 23. 

Kansas Hospital Association—Newton, October. 
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The New Prism Oto- 
scope gives an excep- 
tionally large working 
range, wide field and 
flexibility of specu- 
lum and head mirror. 
This is but one of 
the diagnostic instru- 
ments of much inter- 
est to physicians. 











HE MAGIC of 
the CRYSTAL 
- + + Brees 
reater Knowledge to Medicine 


Product of ancient times, the crystal was thought to 
have magic powers. In no other way could its 
discoverers explain the strange, new world thus 
opened to their dazzled eyes. 

Product of modern times, the crystal still opens upon 
magic worlds. Through application of the principles 
of optics the circle of man’s knowledge is constantly 
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B & L Minot Simpli- 
fied Rotary Micro- 
tome — entirely re- 
designed to give ex- 
cellent results for 
most laboratory work, 
Cuts to 2 microns. 





being widened . . . new fields explored . . . new 
standards -set. 

As America’s Leading Optical Institution, Bausch 
& Lomb brings new knowledge to medical science. 
The powerful eye of the microscope, the accurate 
cut of the microtome, the precision engraving of the 
haemacytometer slide—all are helping physicians to 
replace guesswork with accurate knowledge. 

May we send you literature telling about Bausch & 
Lomb Medical and Biological Equipment ? 


BAUSCH & LOMB OPTICAL CO. 
656 ST. PAUL ST., “ ¥ ROCHESTER, N. Y. 





Microscope FFS8—The 
standard microscope 
for biological and 
medical laboratories. 





This Biological Color- 
imeter is especially 
designed for routine 
examinations. It is 
highly accurate. 
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NORTH CAROLINA HOSPITAL ASSOCIATION MEETING 


The North Carolina Hospital Association held its meeting at Gastonia, 
North Carolina on May 27, 28, and 29. Practically every hospital in the 
state of North Carolina and more than half of South Carolina was rep- 
resented at this convention. The total registration was 235. The program 
arranged by the president of the association, Dr. D. A. Garrison, of the 
Gaston Sanitarium, and the secretary, Dr. L. V. Grady of Wilson, was 
especially interesting. 

The growth of hospitals in the states of North Carolina and South Carolina 
has been an extensive one and the industrial development of these two states 
during the past few years, particularly in the textile industries, has warranted 
the establishment of modern hospitals in every city and town of importance. 

The Duke Foundation is making a material contribution to the care of 
charity patients in these states and it is remunerating each hospital which 
meets its required standards for giving efficient care to the sick for the charity 
work which it does. As a result of this co-operation and support the hospitals 
of North Carolina are uniformly well operated and the professional work ddhe 
in them is of a high order. 

President D. A. Garrison presided at all the meetings of the association. 
The subjects presented that were of particular interest to the hospital people 
were: “Social Service and Its Value in Association with Hospital Work” 
-——Mr. James T. Barnes, Wilson; “Hospital Management”—Dr. John Bell 
Williams, St. Luke’s Hospital, Richmond; “A Comparative Report of the 
Training Schools in North Carolina for the Past Five Years”’—Miss Lula 
West; “Hospital Furnishings’—Mr. M. E. Winston, Duke University Hos- 
pital, Durham; “Plans for the School of Nursing at Duke University”—Miss 
Bessie Baker; “The County Tuberculosis Sanatorium”—Dr. James L. Spruill, 
Jamestown; “The Mental Hospital”’—Dr. Albert Anderson, Raleigh; “Hos- 
pital Fire Hazards’—Mr. Sherwood Brockwell, state fire engineer, Raleigh; 
“Report of the Duke Endowment”—Dr. W. S. Rankin, director; ““Compen- 
sation Insurance’—Mr. L. M. Mauro, formerly of the National Council on 
Compensation Insurance; “The Special Hospital”—-Dr. F. E. Motley; “Hos- 
pital Day”—Miss Nellie F. McCown, Wilson; “Occupational Therapy at the 
North Carolina Orthopedic Hospital’—Miss Helen McGrath, Crippled 
Children’s Hospital, Gastonia; and the address by Mr. Matthew Foley, editor 
of Hospital Management, Chicago. Round table discussions were conducted 
by Dr. Bert W. Caldwell, executive secretary of the American Hospital 
Association. 

On the evening of the 28th the association was addressed by the eloquent 
divine, Bishop William J. Hafey. Mrs. W. T. Bost, commissioner, state 
welfare department, discussed “‘Hospitalizing the Indigent Patient.” The 
presidential address delivered by Dr. Garrison was an interesting history 
of hospitals and medicine in the state of North Carolina from colonial days. 

Other important papers presented were: “The X-ray Department in the 
Hospital” by Dr. R. H. Lafferty, Charlotte; “Hospital Designing and Con- 
struction” by Mr. C. C. Benton, architect, Wilson; and “What the Surgeon 
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ERFORMANCE 


Records of performance over a period of many 
years speak eloquently of values. They sum up those 
factors otherwise indeterminate which have to do 


with upkeep expense and properties of endurance. 


Knowledge of performance characteristics justified 





these outstanding institutions in adding to their 


eouipment of American Sterilizers during 1929: 


Johns Hopkins Hospital 
Baltimore 


Rockefeller Institute 
New York 
Lakeside Hospital 
Cleveland 
Grace Hospital 
Detroit 
Yale University 
New Haven 
University of Chicago 
Chicago 
University of Virginia 
Charlottesville 
McGill University 
Montreal 
University of California 
San Francisco 
General Hospital 


Toronto 
Emergency Hospital 

Washington 
Lankenau Hospital 

Philadelphia 
Walter Reed Hospital 

Washington 
General Hospital 

Los Angeles 
Toledo Hospital 

Toledo 


Letterman Hospital 
San Francisco 
N. E. Deaconess Hospital 
Boston 
St. Joseph's Hospital 
Milwaukee 
Herman Hospital 
Houston 


Ml ediienn's 
Theory of Microbes 


From the earliest times people believed that 
worms found in fruit and decayed vegeta- 
ble and animal matter were of spantaneous 
origin. 


In the 1750's an English priest, Needham, 
declared that all such life, including the 
microscopic organisms which Leeuwenhoek 
discovered in 1683 came into existence by a 
weird process which he called “Vegetative 
Force’’. He thought that matter was 
charged with this force which was capable 
of producing life. 


For proof he offered flasks of broth, not her- 
metically sealed, which after having been 
heated moderately were shortly found 
swarming with animalculae apparently com- 
ing from nowhere. 


Lacking definite proof to the contrary, this 
theory, vague as it now seems to us, was 
generally accepted, and Needham and his 
co-worker, Buffon, were much honored by 
scientific societies of England and France. 








A REMARKABLY COMPLETE STERILIZER 


Users of pressure steam sterilizers depend 
upon them for complete protection ... inthe 
preparation of materials for delicate surgery. 


Free Connection to Atmosphere—drained 






Atmospheric Air and 














Faded parts indicate institution’s piping prop- 
erly connected to sterilizer outlets . . . for 
steam and air exhaust, and for drainage. San- 
itary precautions meet most exacting code. 


This sterilizer is equipped with every 
known device, the use of which will 
improve sterilizing performance. 


] One dialed valve controls every 
function of the sterilizer. 











2 Air and cond tion aut tic- 

ally discharge from the chamber 
through this highly sensitive ther- 
mostatic element. 


3 A float trap at the bottom of the 
discharge tube prevents steam 

from escaping into room. . . permits 

condensation to escape. 


4 Open funnel prevents contami- 
nation of sterilizer by waste 
materials. 


5 Clean-out plug with cupped 
screen affords simple provision 
for cleaning discharge system. 


6 Accurate automatic control of 

sterilizing pressure and reduc- 
tion of line steam pressure attained 
by American pressure control valve. 


7d Steam is conserved . . . rapid 
action is attained by thermostatic 
control of return discharge. 


8 Complete protection against ex- 

plosive opening of door is ac- 
complished by positive internal lock- 
ing mechanism. 





OVERLOADING OF STERILIZERS 


Goods should be placed in sterilizing chamber or in dressing drums with pack- 
ages loosely wrapped and with no more crowding of packages than is afforded 
by their own weight. If otherwise packed the sterilizing period must be pro- 
portionately increased beyond the normal 30 minutes suitable for average loads. 


Variations which occur in the character of loading make necessary, for safe 
sterilization, the use of some detector of the Diack control or lag thermometer 
type in every load . . . to insure that sufficient time has been allowed for com- 
plete steam penetration. 


AMERICAN STERILIZER COMPANY 


1208 Plum St., ERIE, PENNSYLVANIA 
EASTERN SALES OFFICE: 200 Fifth Ave., New York City 


CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 
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Huoroscopuc. é CRachoguaphic 
Sewice... Both with One ube 


HE Victor Shock-Proof X-Ray Unit 

offers you the tremendous advan- 
tage of complete electrical safety. It 
also provides both radiographic and 
fluoroscopic service ... at any position 
and at any height . . . in one unit, using 
only one tube. 

Remember this when buying “shock- 
proof” x-ray equipment. There is only 
one shock-proof x-ray unit that uses but 
one tube and offers both radiographic and 
fluoroscopic service. That is the Victor. 


GENERAL @ 


An exclusive advantage of Lictor Shock Proot Unit 


The Victor Shock-Proof X-Ray Unit 
has been truthfully called the greatest 
development in x-ray apparatus since 
the development of the Coolidge tube 
itself. It offers greater flexibility and 
a wider range of diagnostic applications 
than has ever before been available. 

Our new illustrated brochure tells you 
all you want to know about this most 
recent achievement of General Electric 
X-Ray Corporation. Write for your 
copy today. 


ELECTRIC 


X-RAY CORPORATION 


2012 Jackson Boulevard 


Chicago, Ill.,U.S.A. 





FORMERLY VICTOR (es X-RAY CORPORATION 
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Expects of the Hospital” by Dr. Addison G. Brenizer, Charlotte. The 
Honorable Matt H. Allen, chairman of the North Carolina Industrial 
Commission, addressed the association on “Compensation Insurance.” 

The portion of the program devoted to nursing problems was addressed 
by Mrs. Z. V. Conyers, secretary of the Board of Nursing Examiners, on 
“The Trend of the Times Favors Better Preparation of Nurses;’ Dr R. B. 
Davis, Greensboro, on “Are the Hospitals of North Carolina Meeting the 
Challenge of Good Nursing Care ?”; Dr. L. A. Crowell, Lincolnton, on 
“Nursing Education in North Carolina from the Viewpoint of. the Smaller 
Hospitals;’ Dr. P. P. Lane, Wilson, on “Why So Much Anatomy for the 
Pupil Nurse?”; and Dr. Harry L. Brockman, High Point, on “Operating 
Room Efficiency.” 

The state of North Carolina always has enthusiastic and well attended 
meetings. This year was no exception and every moment of the two days 
that were devoted to discussions of hospital problems was profitably occupied. 

The officers elected for the coming year are: Dr. L. V. Grady, Carolina 
General Hospital, Wilson, president; and Mr. Edwin Farmer, Memorial 
Hospital, Wilson, secretary 


NEW LOCAL ARRANGEMENTS COMMITTEE CHAIRMAN 


Mr. Louis J. Bristow, superintendent of the Southern Baptist Hospital, 
New Orleans, has been named chairman of the New Orleans Hospital 
Council and of the Local Arrangements Committee of the American Hos- 
pital Association, to succeed the late Colonel Rucker. 


{ 156] 














able Foot Pedal 


tionally Known 





NN 
= 
CAP OR BABY SOAP AS THESE a 


MANUFACTURED AND SOLD ONLY BY 
THE HOSPITAL DEPARTMENT 


THE HUNTINGTON 
LABORATORIES INC. 


HUNTINGTON -INDIANA 
Boye 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


FOURTH CONVENTION OF THE SOUTH DAKOTA GROUP 


The state hospital association of South Dakota met in Aberdeen June 
16 and 17 under the presidency of Mr. D. L. Braskamp, superintendent of 
the Lincoln Hospital, Aberdeen. The hospital people of North Dakota 
were invited as guests and measures were initiated to form a joint associa- 
tion of the two states. 

The meeting was especially well attended and the interest of the hospital 
workers of the Dakotas was manifested by an increased registration at this 
convention. During the past year the state association has succeeded in 
having a majority of the counties of the state adopt a uniform rate for the 
care of indigent patients and has successfully combated legislation that 
would have made hospitals subject to taxation. 

During the coming year one of the practical features of the association 
work will be the preparation and advocacy of a Workmen’s Compensation 
law that will provide equitable provisions for hospitals. 

The program included addresses on “Our Hospitals” by Dr. Bert Cald- 
well, executive secretary of the American Hospital Association; “As the 
Doctor Sees the Hospital” by Dr. Russell Brown, of Watertown; “Problems 
in Buying for the Small Hospital” by Clyda E. Lusk, superintendent of the 
Madison Hospital; “The Hospital in the Health Program of the Com- 
munity” by Paul H. Fesler, superintendent of the University Hospitals, 
Minneapolis; and “Financial Problems” by Victor Anderson, superintendent, 
Abbott Hospital, Minneapolis. One of the interesting and instructive 
features was the illustrated address by Mr. Fesler on “Organization and 
Equipment.” At the close of each session a round table discussion was 
participated in by practically all those attending. 

The banquet on Monday evening was an enjoyable event and was 
addressed by Dr. Percy B. Peabody, chief of staff of the Peabody Hospital, 
Webster, and others. 

The report of the secretary of the association, Mr. C. W. Carlson, showed 
an increasing growth in membership and a rather remarkable record of 
achievement for the association during the past year. 

The delegates were entertained at luncheon at St. Luke’s Hospital in 
Aberdeen, one of the finest institutions in the Northwest, which has 
recently been completed by the order of Presentacion Sisters. This hospital, 
built in a city of eighteen thousand, the center of an agricultural area 
extending over one hundred miles, illustrates the development of hospital 
building and operation in a rural state. Before entering upon the con- 
struction program, the hospital authorities made an intelligent study of 
approved methods of hospital organization, building construction, and hos- 
pital furnishings and equipment. This study resulted in a model institution, 
the particular object of which is the care and treatment of people living 
in rural communities. 

The officers elected for the coming year are Dr. Robert S. Westaby, 
medical director, Madison Hospital, Madison, president; and C. W. Carlson, 
superintendent, Moe Hospital, Sioux Falls, secretary. 
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Patient Types... 


The Expectant Mother 


Duane the anxious period of pregnancy, you are “the law and 
the prophets” to the woman. Sympathy and understanding 
incline you to select a smooth, palatable and comfortable aid 
to the essential normal peristalsis. What better meets such 
requirements than Petrolagar ? 

To avoid bowel complications of pregnancy, Petrolagar is 
prescribed as a harmless routine. 

Petrolagar has many advantages in maintaining bowel 
function. It is palatable and does not interfere with digestion. 
It produces normal, soft-formed fecal consistency, providing 
real comfort to bowel movement. 

Petrolagar is an emulsion of 65% (by volume) mineral oil with 
the indigestible emulsifying agent, agar-agar. 


Petrolagar 


Petrolagar Laboratories, Inc., A.H.-7 
536 Lake Shore Drive, 

Chicago, Ill. 

Gentlemen :—Send me copy of “HABIT 
TIME” (of bowel movement) and speci- 
mens of Petrolagar. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
RECEIVED SINCE MAY 20 


Brightlook Hospital Association................----.-.-:--:0+0+e+e0e0-0-+- St. Johnsbury, Vt. 
ee | SO ne ee a eee ae eC. Connellsville, Pa. 
OIE: NINE INN ies enecwcaniecncisncpnceapeagsciaoceosceseind Elkins, W. Va. 
PI NN ac cn her baste canLanpen nade aanietaeatean Du Bois, Pa. 
Emergency Hospital of San Diego, Inc................2-22.-----200+---+ San Diego, Calif. 
Resske Commnenity Piewpital. Eureka, S$. Dak. 
NS SIE LEE Te AE A OS EO I Gadsden, Ala. 
Se EPNINE ia enetpnacnrenen nen atainio nies Temple, Tex. 
ea a nae eee ET Edmonton, Alta., Canada 
| EEOC TNT Re SOE «PA eT Petersburg, Va. 
NN ETE LT RA SIS Oe IRF Oo Beaver Falls, Pa. 
ee EE ES SAE RE ERT LLO ie RETO Trenton, N. J. 
Seememeirnnineinty Tne Pm ceases New Orleans, La. 
Wyandotte General Hospital... ....eee.eneeeeneeeeeeeeeeeees Wyandotte, Mich. 


APPLICATIONS FOR PERSONAL MEMBERSHIP 
RECEIVED SINCE MAY 20 


Bernhard, Mrs. Eleanor C., R.N., supt., Hospital and Home for Colkaied 
Children, Newark, N. J. 

Brant, Ruth, R.N., supt., The Martins Ferry Hospital, Martins Ferry, Ohio. 

Curtis, Mrs. A. S., R.N., act. supt., Polyclinic Hospital, Cleveland, Ohio. 

Hammond, Grace C., R.N., supt. nrs., Broadacres Sanatorium, Utica, N. Y. 

Lewis, Carroll H., exec. dir., The Christ Hospital, Cincinnati, Ohio. 

Main, Charles E., pres., Mary Imogene Bassett Hospital, Cooperstown, N. Y. 

Neuharth, Elizabeth, supt., Eureka Community Hospital, Eureka S. Dak. 

Paterson, Mary H., R.N., supt., Lawrence General Hospital, Lawrence, Mass. 

Pierson, Clarence, M.D., supt., Central Louisiana State Hospital, Pineville, 
La. 

Ritter, Rev. E. F., supt., Robinwood Hospital, Toledo, Ohio. 

Smith, Elizabeth Dorothy, R.N., supt. nrs., Prairie du Chien Sanitarium 
Hospital, Prairie du Chien, Wis. 

Thurston, Mrs. Dorothy B., R.N., supt., Halifax District Hospital, Daytona 
Beach Fla. 

Whitney, Winifred, R.N:, dir. of nrsg., Sydenham Hospital, New York, 
| Sk : 


{ 160 } 




















| 


eo 








Hall Hospital Beds 


Selling agencies where samples of Hall Beds may 
be seen are located in the following cities: 


Los ANGELES, CALIF. Cuicaco, ILL. 

SAN Francisco, CaLir. Detroit, MICH. 
PORTLAND, ORE. Iowa City, Iowa 
TacoMA, WASH. PITTSBURGH, PA. 
MILWAUKEE, WIs. PHILADELPHIA, PA. 
DENVER, COLO. BALTIMORE, MD. 
Kansas City, Mo. CHARLOTTE, N. C. 
St. Louts, Mo. ATLANTA, GA. 
SHREVEPORT, La. JACKSONVILLE, FLa. 
Boston, Mass. TAMPA, FLA. 


Catalog and Book on Hospital Beds and name of 
nearest local agency will be sent upon request. 


FRANK A. HALL & SONS 
‘eesad tees Street 25 a sy 


NEW YORK CITY 
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REPORT OF THE HospiTAL LIBRARY AND SERVICE BUREAU FOR May, 1930 















































eRe SOTO OMEN Cre LED IRIE IO LN 511 
| ON INE ihc oe hea ences 99 
ee ATOLLS AEA GORE A SERPENT 58 
Assoctions cegecsented Qs... 12 
BN NE arn scene 21 
CS GROEN a ee POSE Ce IL AED MI UPN ER 7 
| Copies mmnaene os eins 2 
TS nn Se co Be ES ag a ete rok RS 1 
TR, ONE a Na EO eae 2 
II i scsictrscieginn gnanaeinie tocar eptiinnscadinerslans 1 
pA eR A Sore ee MRE ete ee aE ie oe | 
Beirne xo id) Od ee ep ae 5 
| on OER Ed PRET Me el Oe ee RP ree 1 
NS SR Eee ee OPO C HN, PN SO Nene a 
United States departments.................----00----++--+- Ee 
Total hospitals and individuals ‘served _.::,2-.---....--.-seseenseevuras-steever soreeersee 157 
Hospitals served, by states Additional material circulated in connec- } 
Wilahatia- ©.<.-<2.-: 2 tion with package libraries 
Arizona ...... 1 
Nt eee Be ee ah SE OREO I ie CN 1 
EE IE, Oe Pn eee ene 2 Books ~.....-------senevsnnnnnnnsonnnnnne-seneeee 25 
Connecticut BEG” NRA ST err Po 44 
© BE EERE es oe Sent Seema rie eae ae 1 i 
| eee oe Bir PRE CRIGE oecscesee capes. c ts secshucseo-ecavnen 15 d 
+ ligarse ee peeieetie ara Te MAMI dais occ 5 
eee nes = | : 
RE > TOPO AMIGIOS eco ees, 4 
ES Re RE EEN Ee Er CRO TET 1 Reports 2 8 
Massachusetts ‘ 4 : 
NESE De a ep Ee PE ie ss ip fa, 11) gee Ee 11 
CS gS ea a eae aes 1 : 
Ee CE 2 ce a ae er 1 Typed lists : 7 
ee at eS Sen eee ae ees WADI +, Sg de Reee s ge NORA AOS IME PSI SIE Sirk 9 set 
New York Bm 11 rig ex 
North Carolina 1 
NN eke ee Soe as ee 
ns hc haa eeepc Se Ray Siesta Bene 3 
ME ROMER rc Soo Si oe, ose caneranmsbers 1 
| NI oo oar at ea oe i el 1 Sa 
1 | [oa 4 
| ee ee ee 1 
Ht MANDIR ooo iu a ewe cacecs 2 
| NN tai sn ae se ccs 3 
| rm Total number of visitors to the 
| Total states served.................-+- 26 Library 86 
[ 162 } 

















ply House w 


mblers 


i to Outlast them 


Constructed 


t longer 


HAZELATLAS GLASS CO. 
WHEELING,W. VA 























THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 


Alabama Hospital Association 


President—Dr. French H. Craddock, Sylacauga. 
Secretary—Bertha McElderry, Talladega. 


American Association of Hospital Social Workers 
President—Edith M. Baker, Washington University Hospital, St. Louis. 
Secretary—Elizabeth G. Gardiner, University of Minnesota, Minneapolis. 


American Protestant Hospital Association 


President—Mr. Luther G. Reynolds, Seattle General Hospital, Seattle. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 


Children’s Hospital Association 


President—Dr. Howard Child Carpenter, Children’s Hospital, Philadelphia. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 


Colorado Hospital Association 
President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 


Connecticut Hospital Association 


President—Dr. B. Henry Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 


Florida Hospital Association 


President—Mr. J. A. Bowman, Munroe Memorial Hospital, Ocala. 
Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 


Georgia Hospital Association 


President—Dr. C. S. Lentz, University Hospital, Augusta. 
Secretary—Mr. J. B. Franklin, Georgia Baptist Hospital, Atlanta. 


Hospital Association of the State of Illinois 


President—Mr. E. E. Sander, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 


Indiana Hospital Association 
President—Dr. Wm. A. Doeppers, Indianapolis City Hospital, Indianapolis. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 


Iowa Hospital Association 
President—Mr. Robert E. Neff, University Hospital, Iowa City. 
Secretary—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 


Kansas Hospital Association 


President—Dr. T. R. Heath, Kansas City. 
Secretary—Dr. John T. Axtell, Newton. 
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Bound Record Books 
for Your Hospital 


We 
PREPAY 
Delivery 
Charges 

On All 
Orders 


MERE are certain procedures in hospital 

administration which are best recorded in 
BOUND BOOKS. It is no longer necessary 
for you to buy special record books. Our 
complete line of Standardized Hospital Rec- 
ords includes the following books, made up 
in several sizes, suitable for both large and 
small institutions, and the cost is much less 
than special orders. 


Patients’ Register Operating Record 


X-ray Record Delivery Room Record 
Birth Record Laboratory Record 
Death Record Visitors’ Register 


We also have Accident Reports, Patients’ 
Clothes Lists and other essential records in 
paper covered books. 


Write today for information and let us 
send you a sample sheet of any of the 
above listed record books. No obliga- 
tion, of course. 


Physicians’ Record Co. 


The Largest Publishers of 
Hospital and Medical Records } 


161 W. Harrison St. Chicago, Ill. 
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Kentucky Hospital Association 
President—Dr. John R. Wathen, St. Anthony’s Hospital, Louisville. 
Secretary—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 


Louisiana Hospital Association 


President—Dr. E. L. Sanderson, Charity Hospital, Shreveport. 
Secretary—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 


Michigan Hospital Association 
President—Mr. S. G. Davidson, Butterworth Hospital, Grand Rapids 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 


Midwest Hospital Association 


President—Rev. L. M. Riley, Wesley Hospital, Wichita. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


Minnesota Hospital Association 


President—Mr. Paul Fesler, University Hospitals, Minneapolis. 
Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 


Mississippi Hospital Association 
President—Dr. S. H. Hairston, Meridian Sanitarium, Meridian. 
Secretary—Dr. J. K. Avent, Grenada. 


Missouri Hospital Association 


President—Mr. L. A. Johnson, Trinity Lutheran Hospital, Kansas City. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


Nebraska Hospital Association 


President—Mr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 


New England Hospital Association 
President—Miss Miriam Curtis, Cooley Dickinson Hospital, Northampton. 
Secretary—Dr. W. Franklin Wood, Massachusetts General Hospital, Boston. 


New Jersey Hospital Association 
President—Dr. Earl Snavely, Newark City Hospital, Newark. 
Secretary—Mr. Thomas J. Golden, Jersey City Hospital. Jersey City. 


Hospital Association of the State of New York 
President—Mr. Sheldon L. Butler, Long Island College Hospital, Brooklyn. 
Secretary—Mr. Boris Fingerhood, United Israel Zion Hospital, Brooklyn. 


North Carolina Hospital Association 
President—Dr. L. V. Grady, Carolina General Hospital, Wilson. 
Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
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‘ENGINEERING 
SERVICE 


Troy engineers, backed by 
Troy's fifty-one years’ ex- 
perience in equipping laun- 
dry plants in hospitals, 
hotels, clubs and schools of 
every size and type, are ready 








This advertisement is one of a series addressed to Hospital Executives, Architects and Engineers. 





What fects) must be considered 
in making preliminary plans 
for a hospital laundry? 


ANSWER: 


There are certain factors that invariably control the planning of 
the hospital laundry. These factors are listed below. In subsequent 
advertisements of this series, they will be considered at length. 


1. Amount of floor space ultimately 
required for laundry plant. 

2. Architectural type of the hospital 
or institution, i.e. whether it is multi- 
story, extended low building or plural- 
building institution. 

3. Necessity of bringing to proposed 
location large supplies of soft, clean 
water, both hot and cold. 

4. Cost and difficulty of installing ade- 
quate steam piping to and from boiler. 
5. Problem of providing suitable 
drainage system. 

6. Consideration of weights and live 
loads of laundry equipment in relation 
to floor loads. 

7. Ease of delivery of soiled linens 
from all collection points to the laun- 
dry, and of finished work to storage 
rooms and distribution points. 


8. Provision for sterilization of linens. 
9. Question of ventilation arrange- 
ments from three aspects: clean air 
for clean work. frequent change of 
air for health, and exhaust of vitiated 
air without nuisance. 

10. Clearances and means for moving 
in and out large units of machinery 
without excessive cost or risk of 
damage. 

11. Convenient service entrances for 
employees, and availability of adjacent 
space for employees’ rest facilities. 
12. Choice of materials handling 
methods and their influence on floor 
space assignment. 

13. Location of receiving and storage 
arrangements for supplies. 

14. Effect on laundry location of a 
plans for future growth of hospital. 


TROY LAUNDRY MACHINERY CO., INC. 
Chicazo + New York City *~ San Francisco > Seattle Boston > Los Angeles 
JAMES ARMSTRONG & CO.. Lid.. European Agents: London = Paris ~ Amsterdam Oslo 
Factories: East Moline, Ill., U.S. A. 


TROY 


LAUNDRY MACHINERY 


Troy-equipped laundry in the Essex County Isolation Hespital, Belleville, N. J. 
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Northwest Hospital Association 
President—Miss Carolyn E. Davis, Everett General Hospital, Everett, 
Wash. 
Secretary—Mrs. Cecile Tracy Spry, Tacoma General Hospital, Tacoma. 
Ohio Hospital Association 
President—Mr. Frank W. Hoover, City Hospital, Alliance. 
Secretary—Mr. J. R. Mannix, 630 E. River St., Elyria. 
Oklahoma Hospital Association 
President—Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 
President—Mr. R. H. Cameron, Toronto. 
Secretary—Dr. F. W. Routley, 410 Sherbourne St., Toronto 5. 


Hospital Association of Pennsylvania 


President—Mr. Wn. A. Breitinger, Reading Hospital, Reading. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 


South Carolina Hospital Association 


President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Dr. J. M. Beeler, Spartanburg General Hospital, Spartanburg. 


South Dakota Hospital Association 


President—Dr. Robert S. Westaby, Madison Hospital, Madison. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 


Tennessee Hospital Association 
President—Dr. Henry Hedden, Methodist Hospital, Memphis. 
Secretary—Dr. Eugene B. Elder, Knoxville General Hospital, Knoxville. 
Texas Hospital Association 
President—Dr. Lucius R. Wilson, John Sealy Hospital, Galveston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 
Western Hospital Association 
President—Dr. Frederick Bell, Vancouver General Hospital, Vancouver, 


B. C. 
Secretary—Miss Grace Phelps, R.N., Doernbecher Memorial Hospital, 
Portland, Ore. ! 


West Virginia Hospital Association 
President—Mr. J. S. Turk, Ohio Valley General Hospital, Wheeling. 
Secretary—Mr. Joe W. Savage, Charleston. 

Wisconsin Hospital Association 


President—Mr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. L. C. Austin, Mt. Sinai Hospital, Milwaukee. 
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NEW BUILDINGS AND CONSTRUCTION 




















ALABAMA 


Mobile-—The $11,000 children’s annex in connection with the Mobiie 
County Tuberculosis Sanitarium at Cottage Hill was completed in June. 
Hutchinson, Holmes, and Hutchinson drew the plans. 


CALIFORNIA 


Martinez.—A new hospital has been built in Martinez at a cost of $75,000, 
and was recently opened. 


COLORADO 


Colorado Springs——A new three-story building, which will cost $100,000, is 
to be erected at the Colorado Springs Psychopathic Hospital. Charles E. 
Thomas has been engaged as architect. 


CONNECTICUT 


Hartford.—The new Mary Ogden Avery Convalescent Hospital is planned 
and contracts have been awarded. It will provide for about sixty patients 
and will cost $310,000, with completion in May of next year. Kendall, 
Taylor, and Company, of Boston, are the architects who prepared the specifi- 
cations. 


Mansfield Depot—Two new one-story dormitories, costing $110,000 each, 
are being erected at Mansfield State Hospital and will be completed by the 
first of next year. The superintendent is Charles T. LaMoure. 


ILLINOIS 


Geneva.—At a recent stockholders’ meeting of the Community Hospital 
it was voted to make alterations and improvements at the nurses’ home in 
the near future. 


Joliet —The new $50,000 addition to the Silver Cross Hospital was opened 
recently with appropriate ceremonies. Ralph M. Hueston is superintendent. 


Pekin—A campaign for $150,000 to build and equip a new addition for 
the Pekin Hospital has been launched. It will increase the capacity of the 
institution by more than 200 per cent. At present it is overcrowded. 


Spring Valley.—Construction has been started on a $75,000 addition to 
St. Margaret’s Hospital, which will be used as a home for the sisters. 
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CUT-A-WAY VIEW OF CALLING 
BUTTON (fall size) 


Tyrex rubber cable 
Improved clamp for fastening 
cable 
Heavy gauge brass shell, chro- 
mium plated, fibre insulated 
All-metal mounting frame 
Contact springs riveted to frame 
Bakelite plunger body 
Solid brass contact ring 
Chromium plated plunger 
Finger or key release 
CONNECTICUT TELEPHONE & 
| ELECTRIC CORP., | 
| 46 Britannia St., Meriden, Conn. | 
| Gentlemen: Please send me your 
| new catalog No. 404 showing the 
very latest developments in signal 
| systems. 


Se Nee (re a Pe eA 
ree Se U6e!6|lCU 


I TE ess ect : 





SIGNALS 


Sturdy - Compelling 
Trouble - Free 


Safeguarded at all times is the patient 
who is supplied with this attention com- 
pelling signal. 

The heart of Connecticut Signal Systems 
is the scientifically designed button which 
makes possible the exclusive flashing 
feature — intermittent — irregular — con- 
trolled at the button. ; 


These vital pieces of equipment are the 
result of 36 years’ experience in the art of 
producing précision communcating and 
signaling devices. The sturdy mechanism 
of the Connecticut Calling Button is 
trouble-free and tamper-proof .. . and it 
is further protected by the unbreakable, 
sanitary, chromium-finished case. These 
exclusive Connecticut features assure a 
minimum of maintenance cost. 


Send for the new catalog No. 404 that 
tells all about the developments in 
Connecticut Signal Systems. 


a 


Connecticut Telephone and 
Electric Corporation 


46 Britannia Street “% Meriden, Conn. 


Division of Commercial Instrument Corp. 
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INDIANA 


South Bend.—Epworth Hospital has been granted a permit for a $27,000 
nurses’ home. It will be a brick structure of three stories. 


KANSAS 


Larned.—Excavation for two new buildings at the Larned State Hospital, 
to be erected at a total cost of $200,000, has been completed and work is 
progressing on the foundations.. The new hospital will be a T-shaped struc- 
ture, with sixty rooms. There will also be a cottage for employees. 


Olathe—Plans for a new three-story city hospital are being drawn by 
Owen, Saylor, and Payson, of Kansas City, Missouri. 


Sabetha.—St. Anthony Murdock Hospital will open a new $80,000 addi- 
tion about August 1. The architects are Brinkman and Hagan, of Emporia. 


KENTUCKY 


Irvine—The property known as Estill Springs has been purchased by Dr. 
O. F. Hume, who will erect a hospital and a residence there. 


Louisville—The Kentucky Baptist Hospital is to remodel a dwelling so 
that it may be used by the nurses as a home. It is a three-story structure 
and will accommodate nearly a hundred nurses. 


Valley Station—The Waverly Hills Sanatorium is to build a children’s 
unit and a building to accommodate Negro patients, all at a cost of $365,000 


MARYLAND 


Havre de Grace.—The board of managers of the Havre de Grace Hospital 
has formulated plans to raise funds and erect a modern hospital building, to 
be known as the Hartford County Memorial Hospital. It will accommodate 
about seventy-five patients. 


MASSACHUSETTS 
Boston.—Contracts have been let for the construction of a new $1,500,000 


institution, the Middlesex County Tuberculosis Hospital. 


Northampton.—The new unit of the Cooley-Dickinson Hospital, built’ 
at a cost of $50,000, was recently completed and opened. Miss Miriam 
Curtis is its superintendent. 


Waltham.—The $200,000 maternity building’ for the Waltham Hospital, 
of which Miss Edith Marden is superintendent, has been completed, as has . 
a nurses’ home at the same hospital. 


The Metropolitan State Hospital at Waltham recently opened several new 
buildings. : 
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‘‘American’”’ installed— 
carefully supervised— 
- » « indispensable! 


<> 


T the Convent of Mary Repa- 
* “ratrix, Detroit, there are plenty 
of freshly laundered linens always 
ready for service. Washed immacu- 
lately clean, ironed perfectly, re- 
turned to service promptly ... 
and the reason is an “American” 
laundry operated under their own 
supervision. American Laundry 4 view of the modest, “American’-installed laundry 
Machinery Company engineers, department at plage ges Reparatriz, 
who have planned and _ installed 
scores of modern laundry depart- with some interesting laundry-economy 
ments, will be glad to furnish you information. No obligation whatever. 
THE AMERICAN LAUNDRY MACHINERY CO., Norwood Station, Cincinnati, O. 
The Canadian Laundry Machinery Co., Ltd. Agents: British-American Laundry Machinery 


47-93 Sterling Road, Toronto 3, Co., Ltd., Underhill St., Camden Town, 
Ont., Canada ‘ London, N.W.1, England 

















For spotless dishes, 
free from film 


F you are finding it difficult to oughly cleaned and with a high 

get dishes absolutely clean, if lustre . . . free from streaks or 
films or streaks are deposited on films. And Oakite keeps the ma- 
the surface, or if the quantity of chine clean, too! Deposits of grease 
material required for a good job and insoluble soap cannot form. 
seems high, it is time to try Oakite. Drains and sprays stay clear and 

unclogged. 

Adding a little of this effective, Our nearby Service Man will be 
economical material to the washing glad to show you how Oakite im- 
solution assures spotless dishes. proves dishwashing. He will call 
Every one comes through thor- on request. No obligation. 


Oakite Service Men, cleaning specialists, are located 
in leading industrial centers of U. S. and Canada 


Manufactured only by 
OAKITE PRODUCTS, INC., 16F Thames St.. NEW YORK, N. Y. 
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MICHIGAN 
Kalamazoo.—Bids have been taken for the new home for women nurses’ 


at the Kalamazoo State Hospital, of which Dr. R. A. Morter is superintendent. 
The cost of erection will amount to approximately $300,000. 


Plainwell—The William Crispe Hospital has directed the drawing of 
specifications for an addition to its building. 


Stambaugh.—The contract for the building of a new $100,000 thirty-bed 
hospital of three stories has been let. A Duluth architect, M. H. Willis, 
prepared the plans, and the owner is the Iron River Hospital Association. 


MINNESOTA 


Cannon Falls.—The new building at the Mineral Springs Sanatorium, which 
adjoins the old building on the west, is completed. Patients from six counties 
—Goodhue, Rice, Dakota, Olmsted, Freeborn, and Mower—are cared for in 
this institution, which is located five miles east of Cannon Falls, on a twenty- 
eight acre tract. 

MissourRI 


St. Louis—The new Evangelical Deaconess Hospital, just completed, was 
formally dedicated on May 25. It is seven stories in height and will accom- 
modate 160 patients. 


NEBRASKA 
Columbus.—Plans are being drawn for a $75,000 addition to St. Mary’s 


Hospital, of which Sister M. Alfreda is superintendent. The architect is 
J. M. Nachtigal, of Omaha. 


Omaha.—J. Latenser and Sons, architects, are preparing plans for a new 
county hospital building, to cost $700,000. 


NEW JERSEY 


Grenloch.—A $95,000 addition to the Mental Diseases and General Hos- 
pital is now open for reception of patients. 


Jersey City —Work on the Margaret Maternity Hospital of Hudson County 
will be completed about September 1. Christian H. Ziegler drew the plans. 


Morristown.—A two-story home for the nurses at All Souls Hospital is 
to be built at a cost of $150,000. N. J. Convery, of Newark, is the architect. 


Orange.—The sum of $150,000 is to be spent at the Orange Memorial 
Hospital for alterations and for an addition to the children’s building. F. 
Stanley Howe is director. 

New Mexico 

Las Cruces——The newly equipped hospital is ready for occupancy in this 

city and fills a long felt need. Mrs. M. A. Edmunson is in charge. 
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ENGLANDER BEDS 


For Hospitals and Institutions 





CALEDONIAN HOSPITAL, BROOKLYN, N. Y. 
COMPLETELY EQUIPPED WITH ENGLANDER BEDS 


NGLANDER Sleeping Equipment brings to hospitals new 

standards of efficiency . . . economies in maintenance . . . 
and to patients, a wealth of health from sleep. The Englander 
line is complete for every hospital need, and best for every 
hospital purpose, as an impressive list of noted hospital users 
testifies. Send for catalog. 


Other Prominent Hospitals Equipped with Englander Beds 


Neurological Institute of the Columbia Medical Center, N. Y. 
Babies’ Hospital of the Columbia Medical Center, N. Y. 
Alexian Brothers’ Hospital, Elizabeth, N. J. 
Abington Memorial Hospital, Abington, Pa. 
Hospital of St. Barnabas, Newark, N. J. 

Mt. Sinai School of Nursing, N. Y. 

Jewish Hospital, Brooklyn, N. Y. 

Woodlawn Hospital, Chicago, Ill. 

Mercy Hospital, Chicago, Ill. 

St. Marks Hospital, N. Y. 


ENGLANDER SPRING BED CO. 


Showrooms: 100 West 32nd Street, New York 
36 South State Street, Chicago—88 Canal Street, Boston 
Factories: Brooklyn, Boston, Chicago 
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New York 
Amityville—A new private hospital, involving an expenditure of $200,000, 
is being planned. It will be a part of the Brunswick Home, of which Dr. 
C. L. Markham is superintendent. The architect is Stuart Patterson. 


Beacon.—Three new buildings are being put up at the Matteawan State 
Asylum—superintendent’s residence, attendants’ home, and an addition to 
the women’s unit. They will be completed in September. The hospital’s acting 
head is J. W. Moore. 


Binghampton.—Two parcels of land will be bought by the Binghampton 
City Hospital as a site for an addition to its nurses’ home, which will provide 
adequate housing and also training school facilities. 


Brooklyn.—A $750,000 four-story annex to Harbor Hospital, to be built 
on a site adjoining the main building, will be erected in the Fall, according 
to an announcement made by Dr. Philip I. Nash, chief of staff. The new 
building will double the capacity of the institution. 


Ellenville—Work has been started on a new tuberculosis hospital, the 
cost of which is estimated at $200,000. It is owned by the Ulster County 
board of supervisors, Ellenville. 


Farmingdale.—The sum of $300,000 will be spent for an addition to the 
Nassau County Tuberculosis Sanitarium. A wooden structure is now being 
used, and it has been pointed out that with the congestion which exists at this 
hospital, the fire hazard is particularly serious. 


Glen Cove——Dr. Joseph B. Conolly, member of the board of directors of 
the Parkside Hospital, has announced that a new hospital building will be 
constructed on the site of the nurses’ home, which burned recently. The 
hospital expects to spend approximately $70,000. 


New York City.—Contract was recently awarded for new buildings for 
the Home for Incurables, to replace the old building. In addition to the 
main structure, which will accommodate three hundred, there will be a fifty- 
bed cancer pavilion. A residential building for the staff is also included in 
the plans, and the total expenditure will amount to $2,500,000. Crow, Lewis, 
and Wick are the architects. 


Revised plans have been drawn and bids taken for an addition to the 
nurses’ home at the Riverside Hospital, North Brother Island. It will be 
a four-story, $150,000 structure. The architect is George M. McCabe. 


Potsdam.—Specifications have been prepared for the new Potsdam General 
Hospital, of which Eva T. Niles is superintendent. The architects are 
W. G. Distin and Associates, Saranac Lake. 


Rhinebeck.—The new $200,000 Thompson Hospital, construction of which 
has been in progress since July, 1929, is completed and will soon hold its 
formal opening. Beatrice Tremper is the superintendent 
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BROWNE WINDOWS 


Many Hospitals Now Use These Modern Sanitary Windows 


Perfect Ventilation; Maximum Light and Vision; Absolute Weather 
Protection; Noiseproof when closed; Safety and Economy in Cleaning 
exterior of glass from the inside; Simple, Easy Operation; Continuous 
and Lasting Service; No Depreciation; Fuel Saving and Minimum Mainte- 
nance Costs. 





Also a Special Type Requiring No Restraint Bars 


Listed in Modern Hospital Year Book, and illustrated in Sweet's Archi- 
tectural Catalogue. Samples displayed with Architects Samples Corp., New 
York; Architects Exhibit Corp., Boston; Architects Exhibit Inc., Cleveland; 
and Architects’ & Builders’ Exhibits, Inc., Buffalo. 


a 


BROWNE WINDOWS 


RICHEY, BROWNE & DONALD, Inc. 
2101 FLUSHING AVE., MASPETH, NEW YORK CITY 




















Patients Appreciate Quiet 


And the Noiseless Aluminum 
Chart Holders in the Fosco 
Line of Visible Clinical Record 
Chart Desks give it to them 


The Holders, being the operative, 
therefore the vital part of this equip- 
ment must be quiet. 


The ‘“Fosco’”’ Holders are made to 
operate in opening and closing with- 
out noise and they are further 
equipped with rubber ends to make 
the operation of placing them in the 
racks also noiseless. 


Hospital superintendents are “quick 
to note the advantage of using the 
Foseo Chart Holders. 


Ask us to send full information 


F. O. SCHOEDINGER 


Manufacturer of a complete line of 
Aseptic Metal Hospital and 
Surgical Furniture 





C.A. 6-8 Visible Clinical Record Chart 322-358 Mt. Vernon Ave. 
Desk holding 24 noiseless alumi- reece Obie 
num chart holders olumbus, 
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Watertown.—The ward for men and women at the House of the Good 
Samaritan is to be remodeled. About $45,000 will be spent on the altera- 
tions, which will be completed in two or three months. Albert Skinner is 
the architect in charge. 

NorTH CAROLINA 

Biltmore.-—The new buildings of the Biltmore Hospital, which were con- 
structed at a cost of $125,000, will be opened some time this month. Miss A. 
K. Shaw is the superintendent. 


Gastonia—A $50,000 ward for colored children is to be built in con- 
nection with the North Carolina Orthopedic Hospital. Harriet J. Mc- 
Collum is the superintendent. 


Southport——The Brunswick County Hospital, recently completed, was 

formally opened for reception of patients on May 17. 
NortH DAKOTA 

Jamestown.—The New Lutheran Hospital, which was started late last Fall, 

will be finished by next January. Plans were prepared by Gilbert R. Horton. 
OHIO 

Apple Creek.—An institution for feebleminded, foundations of which 

have been laid, will be completed in January, 1931. It will cost $160,000. 


Cleveland.—The new addition to the Babies’ and Children’s Hospital, 
containing laboratories and doctors’ rooms, was opened late in May before 
250 guests. There is space for thirty additional beds. 


The new Marine Hospital group on Fairmount Road is ready for occupancy. 


Sidney.—The formal opening of the new Sidney County Memorial Hos- 
pital, construction of which cost $55,000, will take place in about two 
months. The architects were H. L. Loudenback and Sons. 


Springfield—Contract has been awarded for the erection of Springfield’s 
$1,800,000 municipal hospital. The architects are R. F. Eastman and 
Marley W. Lethly. Charles E. Findlay is superintendent. 

OKLAHOMA 

Woodward.—Preliminary plans are in progress for a new addition to the 
Woodward Hospital, to be two stories in height and to cost $18,000. Edward 
J. Peters, of Shawnee, is the architect and Ida Wagner is superintendent of 
the hospital. 

OREGON 

Portland—A_ $360,000 clinic building, to replace the Portland Free Dis- 
pensary, is to be erected at the University of Oregon, with Lawrence, Holford, 
Allyn, and Bean as architects. It is to be completed in January, 1931. 

PENNSYLVANIA 

Eagleville—The new children’s pavilion at the Eagleville Hospital and Sani- 
tarium, costing $60,000, has recently been thrown open. Harriet R. Anderson 
is superintendent of the hospital. 
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THE SHERWIN-WILLIAMS Co 





Trade Mark 
Registered 





VISIT OUR BOOTH 


Tue SHERWIN-Wituuams Co, 


Main Office and Factory 
CLEVELAND, OHIO 


Offices and Warehouses in all Principal Cities 


{ 179} 


The Sherwin-Williams Co., 
has a staff of men who have 
devoted all their time within 
the past few years to the 
problems connected with 
the painting or refinishing 
of office buildings, theatres, 
hotels, hospitals, and apart- 
ments. This staff will be 
represented at your conven- 
tion in New Orleans in 
October. 

Drop in at the Sherwin- 
Williams booth— it is num- 
ber 99— with any painting 
or finishing problems that 
you may have. The men 
who will be there are ex- 
perts, in fact as well as 
name,. and they will try to 
help you with any informa- 
tion that you want—which 
puts you under no obliga- 
tions at all. 


« NUMBER 
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_ Elizabethtown.—Unit No. 5 at. the Philadelphia Free Masons’ Memorial 
Hospital, to cost $138,000, is under construction-and will be completed ‘next 
year. The architect is Edgar A. Wightman, of Philadelphia. 


Hamburg.—The Hamburg State Sanatorium will build an addition and 
make alterations, the cost of which will amount to $300,000. The architect is 
William H. Lee, of Philadelphia. 


Indiana.—The three-story addition to the Indiana Community Hospital 
will be completed November 1 and will cost about $160,000. Méiss Lillian 
H. Hollohan is superintendent of the hospital and the architect in charge 
of the building program is Russell G. Howard, of DuBois. 


Indian Head.—Plans for the new Indian Creek Valley Hospital have 
been prepared and bids are being taken. It will be a three-story structure 
and will cost about $70,000. 


Philadelphia.—Plans for the new Curtis Clinic building, to be erected at 
the northwest corner of Tenth and Walnut Streets for the Jefferson Med- 
ical College Hospital, have been filed. The estimated cost of the proposed 
structure is $1,000,000. The design is by Horace Trumbauer, and corresponds 
in detail to the structure on the north side of Walnut Street, west of Tenth, 
which was recently completed. It will be fourteen stories in height, with 
a tower, and will be ready for occupancy next Spring. 


Pittsburgh—The cornerstone of the new Allegheny General Hospital 
was laid on the 8th of June.. Ground was broken just a year ago, and the 
building will be completed in the Fall of 1931. 


Scranton.—Mercy Hospital is building a new five-story, $200,000 nurses’ 
home, which will provide eighty-three single bedrooms, three kitchenettes, 
a sitting room on each floor, parlors, recreation facilities, lecture halls, 
class rooms, and laboratories. It will be completed in January of next year. 
The architect is John J. Howley. 


TENNESSEE 


- Athens—The new Foree Hospital has recently been completed and oc: 
cupied. It is owned by Drs. C. O. and W. E. Foree. 


Memphis.—Plans are being prepared for an additional building at tie 
U. S. Veterans’ Hospital, to cost $400,000. 


Nashville—Marr and Holman have prepared the plans for a $150,909, 
three-story hospital for criminal insane which is to be built at the Central 
State Hospital. -It will provide quarters for two hundred. Dr. W. Scott 
Farmer is the superintendent of the hospital. 


TEXAS . 


Austin.—The Austin State Hospital has received bids for the remodeling of 
its building. Dr. Charles Standifer, the physician in charge, has engaged 
W. E. Ketchum to prepare plans. ; 
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A Special Announcement 


AMERICAN HOSPITAL ASSOCIATION 


Post-convention Cruise to Cuba, Panama, 
Canal Zone, and Guatemala. 





Colorful foreign lands—Delightful days at sea 





In connection with the American Hospital Asso- 
ciation convention in New Orleans a_ restful 
and highly interesting vacation trip of 16 days 
has been arranged—a trip southward to the balmy 
climes of the tropics. Surely the trip of a life- 
time. Aside from all the happy times assured 
us, meetings with the different hospitals in Cuba 
and Central America have been arranged. This 
should be most instructive a'so. An attractive 
illustrated leaflet describing the trip will gladly 
be forwarded upon request. 





SS. Parismina—Our crusingsteamer. 
HARRY F. STRONG 
203 S. Dearborn St. Chicago, Illinois 

Please forward me descriptive literature of the American Hospital Association Post- 
convention Cruise. 








I expect there will be 








ET Ree persons in my party. 

















Improved Otoscope by Bausch & Lomb. 





—A revised catalog of ophthalmic in- 
struments has just been issued by the 
Bausch & Lomb Optical Company, Roches- 
ter, N. Y., which includes the complete 
line of diagnostic instruments for examina- 
tion of the eyes. 

Among the instruments listed which 
have been materially improved upon by 
the Bausch & Lomb Scientific and Re- 
search Bureau since the last edition of 
this catalog was issued is the otoscope. 
This instrument has been developed in 
co-operation with Dr. E. S. Ingersoll, 
noted otologist, of Rochester, N. Y. 

he new otoscope has been particularly 
designed for paracentesis and makes pos- 
sible a complete myringotomy because 
of the exceptionally large field for the 
introduction and maneuvering of the 
myringotome. It is an ideal instrument 
for operative work, applications, aural 
massage, testing ability of the malleus, 
and general diagnois. 

Easy to operate——All the features of 6) ; ’ 
large field and flexibility of the speculum cS 
and head mirror combination are incor- 
porated in this new instrument, There 


VISIT BOOTH 72, MAIN* FLOOR 


The Davies & Sullivan Company, catering for over 
a quarter of a century to the largest and finest 
Hospitals, Hotels and Clubs in the country, invites 
the hospital fraternity to test the products of a 
coffee plant which, from the standpoint of sanita- 
tion, cleanliness and modern machinery, is second 
to none in the United States. Members of the 
executive and selling personnel will be in attendance 
to extend a cordial welcome. 





New plant opened May 1, 1928—the last word in 
Coffee production 


are no light bulbs nor hoods in the spec- 
ulum field to restrict the introduction and 
manipulation of instruments. The whole 
speculum may be used for the working 
space, an improvement over the former 
operating window. 

(Continued on Page 183) 


DAVIES & SULLIVAN CO. 
COFFEE ROASTERS - TEA IMPORTERS 


149-151 FRONT STREET—Corner Maiden Lane 
YORK CITY 
BOOTH 72, MAIN FLOOR 
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Brownsville—A two- and three-story addition is soon to be constructed 
at Mercy Hospital, of which Sister M. Stanislaus is superintendent The 
architect is E. G. Holliday. 


Perryton.—Equipment has been installed in Dr. J. C. May’s new $35,000 
hospital and the building is ready for the reception of patients. 


Rusk.—The state board of control has prepared plans for an $80,000 
ward building for Negroes at the Rusk State Hospital. The sum of $35,000 
additional will be spent on remodeling the present Negro section. Page 
Brothers, of Austin, are the architects. 


San Antonio.—A new hospital, occupying eight floors of a building owned 
by J. M. Nix, is being equipped and will be operated by Mr. Nix. Henry 
T. Phelps drew the plans of the building. 


Seguin.—The formal opening of the new Seguin Hospital was held on 
National Hospital Day, and a great number of visitors were received and 
inspected the building. 

VERMONT 

Randolph_—The Randolph Sanitarium, which was destroyed by fire, is ta 
be replaced by a $150,000 structure. The architects are Kendall, Taylor, and 
Company, of Boston. Olga F. Woodbury is superintendent of the sanitarium. 


WYOMING 
Basin.—The Wyoming Tuberculosis Sanatorium (R. H. Kanable, super- 
intendent) will construct a new nurses’ home, to cost $12,000, and a $10,000 
residence for the superintendent. The architect is Leon C. Goodrich, of 
Casper. 
ALBERTA 
Edmonton.—Additions to University Hospital which will increase tle bed 


capacity by two hundred are nearing completion. The superintendent of the 
hospital is Dr. Roderick T. Washburn. 


MANITOBA 


Winnipeg.—Bids have been received by the St. Boniface Hospital for a new 
$500,000 building for tuberculous patients, to accommodate two hundred beds, 
and work will soon be started on its construction. 


ONTARIO 


North Bay.—Bids have been received and plans prepared for a new 
sixty-bed hospital, the cost of which willl be $250,000. 


QUEBEC 


Mastia.—Work has been started on a five hundred bed addition to St. 
Michael's Hospital. It will be a five-story structure and will cost $450,000 
to erect. ‘ 

Thetford Mines.—St. Joseph's Hospital, Sister Celien, superintendent, is 
erecting additions which will be completed-and opened in October. 
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NON-BOILABLE variety 0 


@: 





$3.00 a year. 





The American Journal of Nursing 


370 Seventh Avenue ~ New York, N. Y. 


This, the official magazine of the American Nurses’ Associa- 
tion reaches those nurses whose needs and wishes are 
consulted by hospital executives when ordering supplies. 





Foreign and Canadian, $3.50 











Brilliant illumination—By means of a 
totally reflecting prism the powerful light 
trom the standard small bulb, focused 
by a condensing lens, is projected through 
the speculum of the drum head. 

The axial illumination is concentrated, 
and bothersome reflections from the inside 
of the specula are eliminated by a special 
dull black finish. 

A plus 9D lens of 10 mm. diameter 
is mounted under the reflecting prism, 
which makes possible central observation 
along the beam of illumination. 

Correct in every detail—The rigid 
handle connection sleeve of the otoscope 
is placed at an oblique angle. This allows 
freedom of movement, as the handle does 
not come into contact with the patient's 





shoulder. All possible parts of the in- 
strument are finished in non-tarnishing 
chromium. 


LABORATORY and X-RAY 
TECHNICIANS.—I have several 
highly trained combined laboratory 
and x-ray technicians and office assist- 
ants available for positions in hospitals, 
clinics, surgeons’ and physicians’ 
offices, and state and municipal labora- 
tories. Dr. L. H. South, Laboratory 
Service Bureau, Kentucky State Board 
of Health, Louisville, Ky. 
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Dr. Rush E. Castelaw, one of the best known hospital administrators in 
the field, has resigned the superintendency of the Decatur and Macon County 
Hospital, Decatur, Illinois, because of ill health. He has retired from the 
hospital field indefinitely in order to take a much needed rest. Dr. Castelaw 
has been unusually successful in the administration of the important hos- 
pitals which he has directed, and the hospital field is losing, temporarily, one 
of its best informed and most competent administrators. 


The appointment of Sister Alcantara as superior of St. Anthony's Hospital, 
Terre Haute, Indiana, has been confirmed by Sister Basilia, of the Sisters of 
St. Francis, Lafayette. 


Miss Gertrude BeVine, formerly of Newburn, North Carolina, on June 
1 assumed her duties as superintendent of the Mary Sherman Hospital at 
Sullivan, Indiana, succeeding Mrs. Alma Erickson, who resigned some weeks 
ago. 

Mr. Dan Traner has been appointed superintendent of the Swedish-Amer- 
ican Hospital at Rockford, Illinois. He was formerly assistant superintendent 
at Augustana Hospital, Chicago. 


Mr. F. P. G. Lattner has been named superintendent of Finley Hospital, 
Dubuque, Iowa, succeeding Mr. Harold A. Grimm, who recently went to 
Millard Fillmore Hospital, Buffalo. 


Dr. Robert L. Dixon, who for sixteen years has been superintendent of 
the Michigan farm colony for epileptics, is the new medical superintendent 
of the Michigan Home and Training School at Lapeer, Michigan, succeeding 
the late Dr. W. J. Kay. 


Miss Phoebe M. Kandel is in active charge of the Greeley Hospital, Greeley, 
Colorado, after two years as director of nursing education, State of Nebraska. 


Miss Winifred Belle Keily has resigned her position as superintendent 
of nurses at Walker Hospital, Evansville, Indiana, effective August 1. 


Dr. W. I. Werner, formerly senior resident physician at the William H. 
Maybury Sanatorium at Northville, Michigan, has been named medical 
director of the Oakland County Tuberculosis Sanatorium, Pontiac, Michigan, 
to succeed Mr. E. G. Ahrens, who resigned recently on account of ill health. 


Dr. Geza Kremer has resigned his position as medical superintendent of the 
Sea View Hospital, West New Brighton, S. I., after thirty-three years 
of service in that city. ; 
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ESTABLISHED 1686 


THE TRAINED NURSE 
AND HospiTaL REVIEW 


A MONTHLY MAGAZINE 





To IN 
PRIVATE PRACTICE, HOSPITALS, INSTITUTIONS, AND PusBLic HEALTH 


SUBSCRIPTION $3.50 PER YEAR 
THIRTY-FIVE CENTS A NUMBER 


Dear Superintendent, 


468 FOURTH AVENUE 
NEW YORK 


"Every menber of the hospital family, "writes a superintendent, “finds 
interest in the magazine, from yours truly down to the new probationer." 


As proof he encloses a routing sticker initialed by heads of depart- 


ments who had read it the preceding month. 


Supt. eeese $6.5 


Supt. of n po _* 


Med. sup< i “2 
Surg. sup. az ecee 
Ob. sup. . SRR 
Out-dept. . eootecccce 


Dietitian AL, me . 
Librarian . Mh: Te - ee 


Nurses’ Home ..™...... 


the librarian and many others; 


Just look at the March contents 
yourself: 


“The Modern Health Center” brings ideas on the 
expansion of the out-patient department - reor- 
ganization at Saint Mary's shows the need more 
concretely. “Handling an entering class" 
through drderly planning is as important to you 
as to the superintendent of murses, while 
Nutrition Forum and Record Librarians’ Romd 
Table are equally valuable. "Pushing Back the 
Death Line", a really inspiring health sermon 
by Dr. Cook, should be read by the whole family. 


"Through the Looking Glass" and "Inner Aspira- 
tions of the Nurse" will catch the aye of the 


nursing director; 
"Buying Food Supplies" aids your dietitian; 
"Records Department and Nursing Force” interests 


While the student nurse sbsorbs Mre. Ilsen's talk on the therapeutic use of music, 
compares her posture with students in "Through the Looking Glass” ani digests 


Dr. Taylor's "Procedures in Delayed Convalescence." 


The appreciation of Miss 


Metcalfe ‘and the citation of Miss La Motte also attract her attention. 


fwanty-nine cents is very little to spend for such a wealth of natestel= 
- $3.50 for the year, or a two-year subscription at $5.00 brings it down to 
twenty cents on the monthly budget - large returns for little expenditure. 





Send your order for two years for $5.00 and we will send bill. 


Address is 468 Fourth 


Avenue, New York. 
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Miss Eunice Pierret is the new superintendent of the Community Hospital, 
New Smyrna, Florida. She will have charge of the x-ray and laboratory 
work. 


Miss Isabelle Byrne has resigned the superintendency of Sloan Hospital 
for Women, New York, to become superintendent of Roosevelt Hospital 
in that city, of which she is a graduate. 


Mrs. Frank I. Clotfelter has been named superintendent of the Hillsboro 
(Illinois) Hospital to take the place left vacant by the recent resignation 
of Miss Grace E. Shuping. 


Dr. T. A. Devan has been appointed superintendent of the Eastern 
Maine General Hospital at Bangor. 


Dr. Francis Randolph Crawford has accepted the position of directing 
head of the Presbyterian Hospital at Kashing, China. He sailed from 
Seattle on May 31. 


Miss Emma Leach is the new superintendent of the Owatonna General 
Hospital, Owatonna, Minnesota. 


Mr. John E. Ransom*has left the superintendency of the Toledo Hospital 
to take the position of assistant director at Johns Hopkins Hospital, Baltimore. 


Miss Margaret S. Wilson, superintendent of Ideal Hospital, Endicott, New 
York, has resigned, effective August 1. 


Miss Vera Harlan is the new superintendent of the Daviess County 
Hospital at Washington, Indiana, succeeding Mrs. Florence Wilson. 


Miss A. Faith Ankeny, formerly superintendent of nurses at the Decatur 
and Macon County Hospital, Decatur, Illinois, is now principal of the 
school of nursing at St. Luke’s Hospital, Denver. 


Miss Ruth J. Reif has been appointed superintendent of the Waterloo 
Memorial Hospital, Waterloo, New York. 
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Convention 


Headquarters 


The Roosevelt, “‘the pride of the South,”’ 
has been selected as official headquar- 
ters for the convention of the American 
Hospital Association to be held in New 
Orleans in June. 


You will enjoy this visit to New Orleans. 
See the old world quarter, delve into its — 
romantic and colorful past. Then, too, 
you will enjoy being at the Roosevelt. 
You will like the tasteful luxury and the 
home-like atmosphere where the tradi- 
tions of Southern hospitality are lived 
up to the year ’round. 


FRANKLIN MOORE, Manager. 
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ILLINOIS 
Chicago.—Colonel and Mrs. John Roberts, donors of the $1,000,000 Bobs 
Roberts Memorial Hospital for Children, a unit of the University of Chicago 
clinics, presented it to the university on June 9, in appropriate dedication 
ceremonies. 


The Norwegian Lutheran Deaconess Hospital has been bequeathed $25,000 
by the will of Dr. Elmer E. Henderson. 


Mrs. Valone Manske, of Waukegan, has offered a sum of money for the 
erection of a research institute and hospital for epileptics in memory of her 
daughter, to be known as the Mellie Logan Memorial Hospital. Other 
philanthropists living in the Chicago district have given substantial amounts 
towards this project. The building will be constructed near the campus 
of the University of Chicago. 


INDIANA 
Evansville —The will of Dr. Edward B. Long creates a $500,000 founda- 
tion for charitable work at St. Mary’s Hospital. Income from various trust 
funds also reverts to the hospital upon the death of the relatives for whom 
they are formed. 


New York 
Peekskill—Officials of ‘the Peekskill Hospital have announced a gift 
of $15,000 to the Hospital from Mrs. Josephine MacFadden toward the 
building of a new kitchen, which will cost $35,000. 


Prince Bay, S. I—The $60,000 nurses’ home at the Richmond Memorial 
Hospital, cornerstone of which was laid recently, is made possible through 
the gift of Mrs. Louis A. Dreyfus. The building will be completed in 
September and will be known as the Berta-Louis Dreyfus Home. W. H. 
Hoffman, of St. George, is the architect. 
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American Hospital Association 
Publications 


HE following special bulletins are in stock at headquarters and may 
be obtained for the nominal price indicated. Those bulletins marked 
n/c will be sent free to hospitals upon request. 


BULLETIN 
NUMBER CoNnTENTS 
29 A Summary of Principles of Hospital Organization................ 
42 Standardized and Comparable Hospital Statistics.................... 
44 Disinfection efter Combigiod::. 3 ee 
45 Standing Orders and Definite Instructions for Routine Med- 
ECHR: WROIICO hc sag ae serce needa shea eapane apace 
47 Report ‘ot Comsasiter ont: Pintore <> .- ss ecco adieete nee 


48A Report of Committee on Buildings: Construction, Equipment, 


49 


50 


and Maintenance (1923)....... 
Report of Committee on Laundry Equipment and Supplies 
C1922) 5 EN ae ee Ne re ek A at ees A nt ere 








"ERS Se 
Report of Committee on Hospital Forms Pertaining to Annual 
Repost CISZ2): «asic seen eckeetencvecinssenick op cleamnateeeees 





50A Report of Committee on Hospital Forms (1923).............-------+- 


51 


Report of Special Committee on Gauze Renovation (1922).... 


51A Report of Committee on Gauze Renovation (1923).................- 


52 


35 
57 


58 
59 
60 
61 
62 
65 
66 
67 
68 


69 
70 


71 
72 


73 
74 


75 


Handling of Narcotics in Hospitals not Maintaining Licensed 
Druggists 
Report of Committee on Training for Hospital Social Work.. 
Report of Committee on Foods and Equipment for Food Service 
GOR cn css 
Special Report of Sub-committee on X-ray Departments and 
4 | eee sie atid SNE ne DESPERATE RE, UNA SS 
Hospital Onaritted - Viebtes:::55< 0 
Report of Special Committee on Cleaning..............-..--.------1--++ 
Report of Committee on Buildings: Construction, Equipment, 
gad Masneensnee’- C1974) = se 














Report of Committee on Foods and Equipment for Food Service 
PMMA «55. inectskesnariegiant raeabaamsetecidstaed eames 

Report of Committee on Training of Hospital Executives 
ee, LEED ERT TIO TOI ST 





Report of Committee on Accounting and Records............--.---+-++ 
Report of Out-Patient Committee (1926) 
Report of Committee on Buildings: Construction, Equipment, 

and Maintenasece: CERO ooo os renee 
Report of Committee on County Hospitals......................-----+-++ 
Report of Committee on Simplification and Standardization of 

Furnishings, Supplies, and Equipment...............-.-..--0----+-0+--++ 
Report of Committee on Out-Patient Work (1927)..............+. 
Report of Committee on Training of Hospital Executives 

CADTTY  nosssncs 
Report of Committee on Out-Patient Work ik! : er 
Report of Committee on Buildings: Construction, Equipment, 

and Maintenance (1929).........--.------+--- 
Report of Committee on Out-Patient Work (1929).........-...------+ 
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ALABAMA 
Birmingham.—The Woodlawn Infirmary, which has recently installed new 
equipment in its outdoor clinics and children’s wards, is now known as the 
Woodlawn Hospital. 
CALIFORNIA 
Downey.—The name of the Downey Hospital, at 148 East Fifth Street 
has been changed to the Valley Hospital. 


DistRICT OF COLUMBIA 

Washington.—Building contracts awarded during the first quarter of this 
year have established a record for the past five years, according to the Depart- 
ment of Commerce. Hospital and institutional construction for the first 
three months amounted to over $30,000,000, an increase of 74 per cent over 
last year. 

Missouri 

St. Louis—The name of the St. Louis Baptist Hospital has been changed 

to the Central Hospital. Dr. Robert E. Owen is superintendent. 


NorTH CAROLINA 

Elizabeth City—The name of the Elizabeth City Hospital has been changed 
to the Albemarle Hospital, Incorporated. Charlotte W. Gordon is super- 
intendent. 

OHIO 

Greenville— At a banquet recently held in honor of Mrs. Frances Ford, 
superintendent of Greenville Hospital, she was presented with a diamond 
pin, in token of appreciation for her work. The presentation speech was 
made by Judge George F. Crawford. 


TEXAS 


Hutchins —The Dallas County Farm is now known as the City-County 
Convalescent Hospital, and the superintendent is Dr. A. W. Carnes. 
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The American Hospital Association 


Se 


Officers—1930 


PRESIDENT 
CHRISTOPHER G. PARNALL, M.D., superintendent, Rochester 
General Hospital, Rochester, N. Y. 


PRESIDENT-ELECT 


Lewis A. Sexton, M.D., superintendent, Hartford Hospital, 
Hartford, Conn. 


First VICE-PRESIDENT 
WittiaM C. Rucker, M.D., superintendent, U. S. Marine 
Hospital, New Orleans. 


SECOND VICE-PRESIDENT 
Jessiz TURNBULL, superintendent, Elizabeth Steel Magee Hos- 
pital, Pittsburgh. 
THIRD VICE-PRESIDENT 
Paut H. FEsLeEr, superintendent, University Hospital, Minneapolis. 


TREASURER 
Asa S. Bacon, superintendent, Presbyterian Hospital, Chicago. 


BoarRD OF TRUSTEES 

CHRISTOPHER G. PARNALL, M.D., ex-officio, superintendent, 
Rochester General Hospital, Rochester, N. Y. : 

Lewis A. Sexton, M.D., ex-officio, superintendent, Hartford 
Hospital, Hartford, Conn. 

Asa S. BACON, ex-officio, superintendent, Presbyterian Hospital, 
Chicago. 

RICHARD P. BorpDEN, president, Union Hospital, Fall River, 
Mass. Term expires 1930. 

WALTER H. Coney, M.D., general medical superintendent, De- 
partment of Hospitals, New York City. Term expires 1931. 

CaroLyn E. Davis, superintendent, General Hospital of Everett, 
Everett, Wash. Term expires 1932. 

N. W. Faxon, M.D., director, Strong Memorial Hospital, 
Rochester, N. Y. Term expires 1930. 

E. S. Gitmorez, superintendent, Wesley Memorial Hospital, Chi- 
cago. Term expires 1931. 

Grorce F. STEPHENS, M.D., superintendent, Winnipeg General 
Hospital, Winnipeg, Manitoba. Term expires 1932. 

EXECUTIVE SECRETARY 


Bert W. CaLpwELL, M_.D., office of Association, 18 East Divi- 
sion Street, Chicago. 


SS 


Headquarters: Eighteen East Division Street, Chicago. 
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Glass Coffee Maker Showing All Glass Combination System 


(scientifically Interior Including . Boiler and Urn. 
timed infusion). Dripless Faucet. 


NEW HOSPITAL EQUIPMENT 


Among recent hospital equipment which is of special interest to the 
hospital dietitian is the coffee-making system illustrated above. The all-glass 
interior eliminates contact of the coffee with metal and makes the care of 
the equipment an easy matter. The glass interior can be cleaned satisfactorily 
by flushing with boiling water. This removes all of the discoloration and 
sediment resulting from the preparation of the coffee. 

It has an especially designed new type of faucet and is equipped with 
devices that successfully obviate the necessity of repouring. 

The preparation of coffee in the hospital is one of the problems con- 
stantly confronting the dietary department, and this equipment, with its 
all metal interior and its apparatus for scientifically timing the infusion, has 
made the preparation of good coffee a simple matter and has contributed 
a very substantial saving in the use of coffee. 
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Rules of Eligibility 
for Membership 


in the 


American Hospital 
Association 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Institutional Membership. 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership 


MEMBERSHIP FEES 


Institutional 
Active—Initiation fee for hospitals of less than 100 beds—$10.00 ; 100-250— 
$20.00 ; over 250—$30.00. 
Membership Dues for hospitals of less than 100 beds—$10.00; 100- 
250—$25.00 ; over 250-—$50.00. 
Associate—Membership Dues—$10.00 for all organizations admitted. 
Subscribing—Membership Dues—$10.00 for all organizations not on this 
continent. 
Personal 
Active—Membersghip Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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THIRTY-SECOND ANNUAL CONVENTION 
AMERICAN HOSPITAL ASSOCIATION 


—<~ 


For the hospital trustee— 
Papers and discussions upon hospital construction, financing, economics, 
and hospital policies. 
For the hospital administrator— 
Round table discussions on costs, budgets, teaching facilities, depart- 
mental management, food control, and out-patient and social service 
operation. 
For the hospital architect— 
Discussions upon construction and equipment, planning of buildings, 
and correlation of hospital departments. 
For the hospital nurse— 
Papers and discussions upon nursing economics, group nursing, case 
record instruction, and training school methods. 
For the dietitian, social service worker, and record librarian— 
Discussions of papers upon the problems of particular interest to them. 
For all hospital people— 
A commercial and educational exhibit of unsurpassed value. One 
hundred and thirty-four manufacturers of and dealers in hospital 
equipment have contracted for 228 available booths. Their exhibits will 
be varied and complete and will show the latest improvements 1n hos- 
pital equipment and supplies. The following firms have contracted for 
space since the last report: 
Cash, J. & J., Inc., South Norwalk, Conn. 
(Woven names, linen marking letters, etc.) 
General Foods Corp., New York, N. Y. 
(Food products) 
Holtzer-Cabot Electric Co., Boston, Mass. 
(Signal systems) 
Hospital Standard Publishing Co., Baltimore, Md. 
(Case reports and supplies, charts, etc.) 
Hospital Topics and Buyer, Chicago, Il. 
(Publication) 
Kelley-Koett Mfg. Co., Inc., Covington, Ky. 
(X-ray apparatus) 
Perfect Caster Mfg. Co., Inc., Long Beach, Calif. 
(Casters) 
Radio Receptor Co., Inc., New York, N. Y. 
(Powerizer sound systems and amplifiers) 
Standard Gas Equipment Corp., New York, N. Y. 
(Gas ranges and bake ovens) ; 
Waters-Genter Co., Minneapolis, Minn. 
(Electric toasters, waffle irons, and food cabinets) 
The convention city—New Orleans, the most interesting city in America 
—offers every possible attraction to interest and entertain our hospital 
Make your arrangements to attend the most important convention 


eople. 
of th Hospital Association, October 20-24. 


of the American 


New Orleans, October 20-24, 1930 














The FACK-NE IMPROVED THERMOMETER 


Hardened and toughened by the Faichney tempering process, reduces 
breakage to the minimum. Distressful mouth breakage is done away 
with. A guarantee certificate covering U. S. Govt. Specification No. 
CS1-28 accompanies every thermometer. 

Faichney Improved Thermometers have been bounced, pounded and 
demonstrated at every Hospital Convention for years. Try them! 
You will be surprised how much money you can actually save. 


























Patent Pending 


FACK-NE WINDOW SCALE SYRINGE 


Ask your dealer to show you this new Syringe. He will explain the feature 
which makes it one of the most important developments since the Luer 
Syringe was invented. A glance at the barrel shows exactly the amount 
of fluid it contains. Absolutely accurate dosage is possible, even with the 
largest size syringe. 


Other modern features are: the safety rest flange which saves many a 
syringe from breaking; satin finish grinding to prevent back-flow; smooth 
action the entire length of the barrel; Luer tip, ground to micrometric 
exactness to insure perfect needle fit without leakage. 

The barrel and piston have corresponding numbers to eliminate confusion 
when syringes are reassembled after sterilization. 


Manufactured by 


FAICHNEY INSTRUMENT CORPORATION 
WATERTOWN, N. Y. 











